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glands to secrete the entire spectrum of cortical hor- 
mones at a rapidly increased rate. Thus the role of 
ACTHAR is to provide true stimulation therapy in a 
wide variety of diseases. ACTHAR neither substitutes 
nor replaces individual cortical hormones. Mobiliza- 
tion of physiologic mechanisms accounts for the safety 
of ACTHAR and permits prolonged courses of treatment 
without rest periods. 

ESTABLISHED INDICATIONS: Rheumatoid arthritis, 
rheumatic fever, acute lupus erythematosus, severe 
asthma, drug sensitivities, contact dermatitis, most 
acute inflammatory diseases of the eye, acute pemphi- 
gus, exfoliative dermatitis, ulcerative colitis, acute 
gouty arthritis, secondary adrenal cortical hypofunc- 
tion, acute alcoholism and acute delirium tremens. 
ACTHAR is available in vials of 10, 25 and 40 I.U. 
(mg.). The Armour Standard of ACTHAR is now accepted. 
as the International Unit; 1 International Unit is 
identical with 1 milligram of ACTHAR. 
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THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 
THE ARMOUR LABORATORIES 
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AMINACYL-GRANULATE 


A tasteless highly concentrated form of 
P.A.S. 

100 gm. of AMINACYL-GRANULATE 
contains 85 gm. anhydrous calcium salt 
of p. aminosalicylic acid (=75”,, free acid 
+9-8°,, calcium) 

Provides a valuable source of readily 
assimilable calcium as an adjunct in the 
treatment of tubercolosis. 


Packings: 100 gram and 400 gram 


The antacid with anaesthetic, spasmo- 
lytical and anti-exudative properties. Con- 
tains: Alucol in powder form (0-75 gm.); 
papaverine hydrochloride (0-02 gm.); dry 
extract of belladonna Ph.H.V. (0-0! gm.); 
ethyl paraminobenzoate (0-02 gm.). 

Packing: 60 tablets 


Symptomatic treatment of bronchial 


asthma. Contains the following active 


substances: Allobarbital (0-03 gm.); ephe- 
drene hydrochloride (0-015 gm.); caffeine 
(0-10 gm.); theophylline-ethylenediamine 
(0-15 gm.); extract of ipecac (0-02 gm.). 
Tubes of 20 tablets & Bottles of 100 


South African Distributors: 
WESTDENE PRODUCTS (PTY.) LTD. 


22-24 Essanby House, 175 Jeppe Street 
P.O. Box 7710, Johannesburg 


And at Cape Town, Durban, Pretoria 


Phone 23-0314 
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a significant advance in the 
treatment of ventricular arrhythmias ... . 


P RONESTYL Hydrochloride 


less toxic than quinidine 


Indications and Dosage 


ww conscious For the treatment of ventricular tachycardia: 
PATIENTS =§=Orally: 1 Gm. (4 capsules) followed by 0.5-1.0 Gm. (2 to 4 capsules) every 
four to six hours as indicated. 
Intravenously: 200-1000 mg. (2 to 10 ce.). Caution—administer no more than 
200 mg. (2 cc.) per minute. 


Hypotension may occur during intravenous use in conscious patients. As a 
precautionary measure, administer at a rate no greater than 200 mg. (2 cc.) 
per minute to a total of no more than 1 Gm. Electrocardiographic tracings 
should be made during injection so that injection may be discontinued when 
tachycardia is interrupted. Blood pressure recordings should be made fre- 
quently during injection. Jf marked hypotension occurs, rate of injection 
should be slowed or stopped. 


For the treatment of runs of ventricular extrasystoles: 
Orally: 0.5 Gm. (2 capsules) every four to six hours as indicated. 


m anestuesta During anesthesia, to correct ventricular arrhythmias: 


Intravenously: 100-500 mg. (1 to 5 ce.). Caution—administer no more than 
200 mg. (2 cc.) per minute. 


Supply 
Pronesty! Hydrochloride Capsules, 0.25 Gm., bottles of 100. 
Pronesty! Hydrochloride Solution, 100 mg. per cc., 10 ce. vials. 


P RON E STYL Hydrochloride 


SQUIRE PROCAINE AMIDE HYDROCHLORIDE 


Furthur Information and Literature is available from: 
PROTEA PHARMACEUTICALS LIMITED 
P.O. BOX 7793 JOHANNESBURG TELEPHONE 33-2211 
ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN 
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Prevention of Dressing Trauma 


Jelonet is a dressing for all wounds—its non-adherent properties protect the delicate 
epithelium and prevent dressing trauma, enabling healing to continue undisturbed. It is used 
extensively in the treatment of burns and as a dressing following skin-grafting operations. 
Other uses include: drainage, packing for deep granulating wounds, and as an adjuvant in 
the treatment of varicose ulcers by compression bandaging. 


Jelonet is available in tins of 36 pieces, each piece 3}” x 3}” 


A special size tin containing a strip 8 yards long x 33” 
wide, folded zig-zag, is available for Hospitals and 


Surgeries. Sterile—ready for immediate use. 


JELONET 


PARAFFIN GAUZE DRESSING 


Made in England by T. J. SMITH & NEPHEW LIMITED, Hull 


Enquiries: SMITH & NEPHEW (Pty.) Ltd. P.O. Box 2347, Durban 
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The problem was 


to provide neutral, soluble aspirin in stable tablet form 


The therapeutic advantages of the calcium salt of 
aspirin over aspirin itself have been repeatedly stressed 
in medical literature. Being an acid substance of low 
solubility, aspirin may act aS a gastric irritant. By 
contrast, calcium aspirin is neutral and highly soluble. 
Calcium aspirin, however, has its own defects. It is an 
unstable compound, and its presentation in stable and 
palatable form has challenged research workers for 
many years. The difficult problem of the preparation 


of calcium aspirin in stable and palatable form has at 


properties of aspirin—analgesic, antipyretic and anti- 
rheumatic and, being soluble, it is more rapidly absorbed 
and consequently more speedy in its therapeutic effect. 
Thus Disprin embodies the virtues both of aspirin and 
of calcium aspirin without certain 

defects which hitherto have re- 

stricted the usefulness of these two 

preparations. Disprin rapidly 
dissolves in water to yield a 
solution of calcium aspirin, 


last been solved in Disprin. Disprin has all the valuable _ neutral, stable and palatable. / 


Stable and palatable calcium aspirin 


Soluble and substantially neutral 


Clinical samples and literature supplied on application. 


Special hospital pack — prices on application. Made by the manufacturers of “Dettol* 


RECKITT COLMAN (AFRICA) LTD,, P.O. BOX 1097, CAPE TOWN 


M.1/HP 


Mepicat Science has been built up from 
many years of careful research. 

Printing owes its modern developments to 
years of careful research and 

trial. We are anxious to place 

the benefit of these developments 

at your disposal, consult us. 


“Print and Progress 
with the Times” 


PORT ELIZABETH 


House, 100 Main Se. 
P.O. Box 764 Phone 11-2010 


PE TIMES LIMITED 


CAPE TOWN 


Sales Office: St. George's Sc P.O. Box I! Phone 2-983! 
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Infra-red therapy has proved highly successful in the treatment 


sa of muscular pains (myalgia), boils (phlegmons), minor inflam- 


mations, rheumatism, chilblains and other disorders. The 
Philips Infraphil lamp radiates heating rays in the wavelength region of 
0.7—1.4 w which penetrate deeply into the tissues of the skin. Unlike 
the majority of so-called “infra-red” lamps in circulation, it attains a high 
filament temperature without giving rise to a simultaneous irradiation 


S.A. Philips (Pty.) Ltd. in the adjacent longwave regions; this means that the heat is applied to 


P.O. Box 7703, Johannesburg; 
P.O. Box 2074, Cape Town; 
P.O. Box 1616, Durban; 

P.O. Box 79, Port Elizabeth. 


the deeper layers without overheating the upper layers and thereby 


limiting the duration and the intensity of irradiation. 


The lamp is compact and inexpensive and can safely be used by patients 


in their own homes under your direction. 


DETAILED LiTeRATURE FROM PHELIPS 
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GOOD HABIT PARTNERS 


With the accurate timepiece of science there comes, not more 
time but less leisure, and—all too often—more emotional dis- 
orders and functional discord, with inevitable constipation. The 
physician's aim is always to re-establish in his patient the regular 
harmony of healthy habit patterns : Agarol* assists him. Phenol- 
phthalein gives the necessary stimulation ; the hydrophilic proper- 
ties of Agarol counter excessive absorption of moisture in the large 
bowel and rectum; the colloidal agar gel in Agarol sup- 
plements the natural intestinal lubricant ; at the same \ ( \ A R Q | 3 
time Agarol provides a highly emulsified mineral oil 4 J 4 WARNER 
which mixes readily with the intestinal contents. waned 
Supplied in 6 and | 4oz. bottles. 


WM. R. WARNER & CO. (PTY) LTD., 6-10 Searle Street, Capetown. 


VALUABLE 
BOOK FREE! 


ARE YOU PREPARING POR ANY MEDICAL. 
Send Coupon below for our 


“Guide to Medical Examinations” 


PRINCIPAL CONTENTS: 


SEND FOR YOUR COPY NOW! 
The Secretary, 
MEDICAL CORRESPONDENCE COLLBGB 
Naturally 19 Welbeck Street, Cavendish Square, Londoa W.1. 
Sm,—Please send me a copy of your “ Guide to Medical Examt- 
always dream of .. 
Name 


and SHELL MOTOR 3 whch 


SA.MJ. South African Offices: P.O. Box 2239, Durban, Natal 


x 
109 Ex 
xs 
4 —) 
The Examinations of the Conjoint Board. 
and M.D Ts of ali British Universities. 
Py; to pass the F.R.C.S. Exam. 
The and other Higher Surgica! Examinations. 
The London. 
} The how to obtain it. 
The in Anaesthetics. 
The in Psychological Medicine. 
The in Ophthalmology. 
DR COO MRCOG. 
Diploma in Child Health. 
Motorists pot fail to get a copy of this Book before commencing pre- 
‘ parationfor any Examination It contains a large amount of 
. ° valuable information. Dental Exams. in special Dental Guide. 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 
LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND 
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SULPHADIMIDINE 8.P.Cc. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
(A subsidiary company of Imperial Chemical Industries Limited) WILMSLOW, MANCHESTER 


‘SULPHAMEZATHINE’ 
ORAL SUSPENSION 


is ideal for children 


1 Easy to administer. 
2 Safest of the sulphonamides. 


3 Rarely gives rise to 
unpleasant symptoms. 


4 Pleasantly flavoured— 
children take it readily. 


Each teaspoonful contains 0.5 gramme 
‘Sulphamezathine’. 
Issued in bottles of 100 c.c. and 500 c.c. 
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CONFIRMATION OF 


The direct examination of a small portion of unprocessed 
stool is an essential step in searching for evidence of 
intestinal parasites, but all experienced workers know that 
ova and cysts are frequently missed by this technique. 

A number of concentration methods has been devised 
to meet the acknowledged inadequacy of the simpler 
routine tests. Of these, the best known and most widely 
used is probably Faust’s zinc sulphate flotation method.' 
The advantage of this method is that it enables many more 
helminth ova, larvae and cystic forms of parasites to be 
found after appropriate processing of several grammes of 
the specimen. 

In the Government Pathological Laboratory, Durban, 
the routine procedure has been to examine all stools in 
saline and D’Antoni’s iodine, to use a vital staining method 
to show nuclear structure where necessary, and to do a 
zine sulphate flotation test on specimens only on request. 
Zine sulphate flotation was found impracticable as a 
routine method for all stools, due chiefly to the repeated 
centrifugation and manipulation required when the test is 
carried out as originally described. Moreover, this method 
is not a good one for concentrating either Taenia ova or 
B. mansoni ova.':? With regard to Bilharzia mansoni, we 
confirmed this experimentally ourselves, as will be 
described later. As tapeworm is common in the local 
African, and as the intermediate snail hosts of Bilharzia 
mansoni (Biomphalaria pfeifferi and possibly Physopsis 
africana) are found widely in Natal, any method which 
fails to demonstrate these ova cannot be considered entirely 
satisfactory. 

It was recently necessary to examine the stools of 
servicemen returning from Korea for ova of B. japonicum. 
Reference to some of the more important studies in this 
connexion ** enabled us to modify the stool concentration 
test originally recommended for demonstrating this ovum, 
and to carry out the test satisfactorily with reagents 
readily obtainable. The test as we now do it is the acid- 
sulphate ether test without the use of Triton, which is a 
further wetting agent used for greater efficiency, but which 
is unobtainable in South Africa. 


* Medical Technologists. 


ROUTINE STOOL EXAMINATIONS 
THE VALUE OF THE ACID-SULPHATE ETHER CONCENTRATION TEST 
B. H. Bares, B.A.* 
and 


ALBERTO* 


Government Pathological Laboratory, Union Health Department, Durban 
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We followed the method used by Hamrick ef ail.,° 
only modifying this by using acid and sodium sulphate 
mixture, instead of acid alone, for dissolving the stool. 
The use of a centrifuge with a head capable of spinning 
a batch of at least 24 tubes horizontally each time, and 
the limiting of centrifugation to once only per specimen, 
enables 2 workers to process 40 to 50 stools per day, and 
to do about the same number of direct examinations on 
fresh specimens, the concentrations of which are done the 
following day. Any additional handling of the specimens 
would make the method far too cumbersome to be 
practicable in a busy laboratory. 


METHOD 


The principle of the test (which, we stress, is for ova and 
larvae only) is that after the comminution of about | gm. of 
the specimen with an acid-sulphate solution,t followed by 
filtration through at least 2 layers of surgical gauze, the filtrate 
is mixed intimately with an equal volume of ether. The ether, 
when shaken vigorously for 15 to 20 seconds with the stool 
filtrate in a corked centrifuge tube (15 ml. conical or other 
size) comes into contact with the surface of any ova present 
and acts as a wetting agent, so effecting a more efficient 
separation of ova from faecal debris when centrifuged at 1,500 
2,000 r.p.m. for 2-3 minutes. After centrifugation a deposit 
will be found at the bottom of the tube, above which is a 
partially clear fluid zone, then a faecal plug of varying depth, 
on top of which are several cc. of ether. The ether is 
decanted and the faecal plug is loosened with a wooden 
applicator and discarded with the bottom fluid. By means of 
a capillary pipette of fairly large bore the deposit, in which 
the ova are found, is quickly mixed and removed to a slide, 
covered with a 22 « 40 mm. cover glass and examined very 
carefully 


APPLICATION 


While becoming familiar with this technique, we saw its 
possibilities as a routine test to supplement the normal 
direct stool examination, especially to demonstrate ova of 
hookworm and Bilharzia mansoni. Helminth infestations 
are very common in coastal Natal because of geographical 


+ 2.5 cc. of 40% HCl, 2.5 c.c. of aqueous sodium sulphate of 
equal Sp. Gr., added to the stool in a 6 inches = 1 inch 
test tube with a glass rod and stirred well. 
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and climatic conditions. As the acid ether technique is a 
recommended method for the demonstration of intestinal 
Bilharzia ova, and because in the opinion of one well- 
informed investigator ’ this form of bilharzia was thought 
to be spreading in the Union, it was decided to use the 
method routinely for 6 months to see whether (as we 
suspected) there was a rather higher incidence of this form 
of bilharzia than was commonly believed. 


RESULTS 


After 3 months’ work only, and concentration of 2,081 
specimens, we consider that the results of our series of 
examinations will interest other workers in this field, par- 


PARASITIC 


EUROPEANS 


RACES COMBINED 


(PERIOD TUNE 


(PERIOD DECEMBER 


O- 


No of specimens: 1407 No. of specimens: 541 


S.A. MEDICAL 


INDIANS 


No of specimens: 15745 No of specimens: 2831 No of specimens: 2408 


| 
DIRECT EXAMINATION ONLY 
19949 TO MARCH 


No of specimens.1407 No of specimens: 341 


FIG 3} 
DIRECT AND CONCENTRATION(ASE) 
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2 a direct technique only was used, i.e. saline and iodine. 
The only marked difference between the 2 groups of 
specimens is that with the larger series (Fig. 1) the rarer 
ova, such as Bilharzia mansoni and Hymenolepis nana, 
were found occasionally (4 cases of the former and 2 cases 
of the latter in 2} years), otherwise for practical purposes 
the series are alike. Fig. 3 represents the results of direct 
examination (Fig. 2) supplemented by the findings after 
acid-sulphate ether concentration of the same specimens. 
No attempt has been made at this stage to indicate multiple 
infestations, which are not uncommon in non-Europeans. 
It should be pointed out that 68% of the stools submitted 
were from Europeans, 16% from Indians and 16% from 


OVA IN STOOLS 


AFRICANS 


PROPORTION OF TYPES OF OVA 
No. of ova found: 2604 


1952) 


No. 333 
PROPORTION OF TYPES OF OVA 
No of ova found: 256 


DIRECT EXAMINATION ONLY 
1951 TO MARCH 1952) 


No of specimens: 555 
PROPORTION OF TYPES OF OVA 
No. of ova found : 1076 


(PERIOD DECEMBER 1951 TO MARCH 1952) 


TRICHURIS TRICHIURA 
AL ASCARIS LWMBRICOIDES 
ov OXYURIS VERMICULARIS 
ANK ANKYLOSTOMA SPP. 


ticularly those in endemic bilharzia areas. Figs. 1-3 show 
3 groups of stool examinations. Fig. | represents over 
20,000 stools examined between June 1949 and March 
1952. Fig. 2 represents stools examined from 5 December 
1951 to 7 March 1952, 2,081 in number. In Figs. | and 


TAENIA TAENIA SPP. 
aM BILHARZIA MANSON! 
4. WYMENOLEPIS NANA (2 CASES ONLY) 


Africans. As Coloureds formed only 1% of cases they 
were not included in this study. Comparatively few 
specimens were from hospital patients. A considerable 
number of cases, chiefly non-Europeans, were food 
handlers. Most of the specimens were for examination 
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to exclude amoebiasis and were received from general 
practitioners in various parts of Natal, the majority from 
Durban and nearby districts. 


THE EFFICACY OF THE ACID-SULPHATE ETHER TEST 


Table 1 and Fig. 4 show how effectively this method of 
concentration increases the finding of ova of all types. 
The broad white columns represent instances where ova 
were found in the stool both by direct and concentration 
techniques, the narrow white column the direct finding 
alone, and the black column the concentration alone. 
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TABLE 1: EFFICACY OF A.S.B. TECHNIQUE 
(NO, OF SPECIMENS: 2,081) 
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COMPARISON OF THE ACID-SULPHATE ETHER AND ZINC 
SULPHATE FLOTATION TECHNIQUES IN THE DETECTION 
or Bilharzia mansoni 


It is common practice in laboratories where zinc sulphate 
concentration is used to look for Bilharzia ova in the 
centrifuged deposit of the treated stool, as well as in 
loopfuls removed from the surface of the zinc sulphate 
where other ova and cysts are found. This, of course, can 
really only be done in suspected cases, as the labour 
involved in stool examination is otherwise trebled and the 
routine becomes impracticable. In order to confirm the 


Direct 


A.S.E. Concentration 


Parasitic Ova 
Trichuris trichiura 


Ascaris lumbricoides 
Ankylostoma spp. 
Taenia spp. 
Bilharzia mansoni 


Oxyuris vermicularis 


Total Positives 


100 97 100 
3 
15 
is 
° 
OXYURIS| ASCARIS | TAENIA |TRICHURIS| ANKYLO-[BILHARZIA 
| SPP. |TRICHIURA STOMA | MANSONI 
DIRECT AND AS.E. TECHNIQUES 
FIG 4 


Fig. 4. The broad white columns represent percentages of 
ova found by both direct and A.S.E. techniques; the narrow 
white columns, ova found by direct examination only; and 
the black columns, ova found by A.S.E. concentration only. 


reported inability of zinc sulphate flotation to show 
B. mansoni ova well, four known positive stools were 
tested. All 4 stools were positive by acid-sulphate ether 
concentration and 2 were also found positive on direct 
examination. The 4 stools were then concentrated by the 
standard zinc sulphate technique. Several loopfuls from 
the surface of each supernatant were examined on a slide 
in the usual way. Likewise, several loopfuls of the 
centrifuged deposit, slightly diluted with saline to make 
examination possible, were taken from each specimen and 
placed under coverslips. In none of the loopfuls from 
any of the supernatants were bilharzia ova found, though 
Ascaris, 7. trichiura and hookworm were plentiful. Bil- 
harzia mansoni ova were found only in the deposits from 
the 2 stools which had been positive on direct examination, 
in one case 7 ova being seen and in the other 6. The 
corresponding findings by the acid-sulphate ether method 
on the same stools were 76 ova and 53 ova. It would 
seem, therefore, that the chances of finding B. mansoni by 
zinc sulphate concentration are remote except in cases 
where numerous ova are being passed. 


SUMMARY 
Our experience with the various methods used in the 
examination of stools shows that cases of intestinal bil- 
harzia (Bilharzia mansoni) are likely to be missed by the 
usual methods of stool examination but are less likely 
to be missed by the acid-sulphate ether concentration 
method. Many more cases of Ankylostoma infestation, 
and a considerable number of infestations with Taenia 
spp., Ascaris lumbricoides and Trichuris trichiura are 
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revealed by this method. In no instance where 7. trichiura 
or Ankylostoma ova were found did the concentration 
test fail to confirm the direct finding, while many additional 
cases were found. Sixteen cases of Bilharzia masoni 
infestation were found by the acid-sulphate ether method 
and of these cases, one only would have been found by 
the usual direct examination. In the stools positive by 
concentration only, the findings of ova varied from 1-9. 
In one case, the direct examination showed 3 ova of B. 
mansoni and one hookworm ovum. On concentration, the 
same specimen yielded 166 hookworm ova and 53 B. man- 
soni ova, and a subsequent concentration of a repeat stool 
showed 76 Bilharzia ova as compared with 3 on direct 
examination. In only one instance had there been a 
specific request to look for intestinal bilharzia. The ovum 
with the most variable results was A. lumbricoides. The 
fertilized ovum often disintegrates partially, making recog- 
nition difficult. Unfertilized ova are better able to with- 
stand processing. In spite of this, innumerable cases of 
Ascaris, missed in the direct examinations, were found in 
the concentrations. The series of specimens examined is 
rather limited to express any opinion on O. vermicularis, 
but we do not expect to find many by concentration as 
these ova are not often found on direct examination, 
owing to their normal site of deposition on the peri-anal 
skin, 

We consider that in spite of the extra time and material 
required, the acid-sulphate ether method can be recom- 
mended as a routine test to demonstrate ova, particularly 
in areas where intestinal bilharziasis and hookworm are 


prevalent. 
ADDENDUM 


During the period 5 March to 5 May 1952, a further 1,366 
specimens were concentrated by the A.S.E. technique, 


Pruvagol is a sulphonated derivative of diamino-disulpho- 
methyl fuchsonium in combination with sodium bi-borate 
Pruvagol is intended primarily for the treatment of pruritus 
vulvae, non-specific vaginitis and allied conditions excluding 
venereal infections. Extensive clinical trials have shown that 
Pruvagol will clear up the clinical condition in a matter of a 
few days; the actual irritation of pruritus vulvae disappears 
soon after the first application. It is effective in the treatment 
of discharges and pruritus associated with Monilia albicans, 
eliminating the necessity for the treatment with gentian violet, 
which is always irritating and disagreeable to the patient 
Instructions for Use: Pruvagol should be applied with the 
patient in the supine position, so that the cream reaches the 
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The results of treating 103 patients with early (primary or 
secondary) syphilis with 1, 2 or 4 weekly injections of 
1,200,000 units (2 c.c.) of procaine penicillin in oil containing 
2%, aluminum monostearate are given. 

The combined cumulative fe-treatment rates reported by 8 
co-operative clinics including the authors’ clinic in secondary 
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making a total of 3,447 specimens for the 5 months 
5 December 1951 to 5 May 1952. In 44 of these stools 
ova of B. mansoni were found. These positive specimens 
came from 31 cases, 2 of which were also found positive 
by examination of a direct, unprocessed preparation. 

Fifteen of the 1,339 European cases examined were 
positive for B. mansoni (incidence 1%), 11 of the 367 
Indian cases (incidence 3%) and 5 of the 425 African cases 
(incidence 1%). The majority of adult cases were persons 
in the 20-30 age group. The youngest case was a 
European child aged 34 years, and the majority of 
European cases occurred in children between 6 and 12 
years. 


This pape is published by kind permission of Dr. J. J. du 
Pré le Roux, Secretary for Health. We wish to thank Dr. I 
Gordon, Senior Government Pathologist, Durban, for his con- 
tinued interest and encouragement, and also our colleagues 
whose technical assistance has been greatly appreciated. 
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cervix and the vault of the vagina. 
patient should remain lying quietly for at least ‘ 
allow the cream to spread over the vaginal 
surfaces. 

Pruvagol is supplied in tubes with a plastic applicator which 
makes the intravaginal application a simple matter, particularly 
if it is applied by the patient herself; in this case it is recom- 
mended that the cream be applied shortly after retiring at night. 

Pruvagol is also available in pessary form for treatment of 
conditions where the gynaecologist thinks it inadvisable to have 
the patient use an applicator. 


After application the 
minutes to 
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syphilis were 28%, 19°, and 11% respectively following 
treatment with 1, 2 or 4 weekly injections of 1,200,000 units 
each. 


The authors’ clinic, on the other hand, reported considerably 
higher treatment rates in a 15-months’ observation period, viz 
$3%, 27.7% and 259 They consider treatment of early 
syphilis with a single injection of 1,200,000 units is inadequate 

The authors also found evidence that the use of a few 
weekly injections of procaine penicillin produced a greater 
incidence of neuro-recurrence than that produced when more 
injections and a larger total dosage were used. 
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paviatric Chioromycetin 


The remarkable results obtained with Chloromycetin in 
the treatment of many pediatric conditions have led 
to a great demand for an easily-administered palatable form 
acceptable to children. Pediatric Chloromycetin Palmitate 
is a pleasant-tasting suspension of a bitterless derivative 
of the antibiotic, one teaspoonful (4 c.c.) of which is 
equivalent to 125 mgm. Chloromycetin. 

Bottles of 60 c.c. 


FOR ADULTS 
Chioromycetin Capsules 


For oral administration, Chloromycetin is supplied in 
hermetically-sealed capsules each containing 0°25 gm. 
In vials of 12 and bottles of 100 capsules 


FOR OPHTHALMIC USE 
Chioromycetin Ophthalmic Ointment 


A petrolatum-base oculentum of 1°,, Chloromycetin, for 
the topical treatment of conjunctivitis and other infections 
due to the many types of organisms susceptible to 
Chloromycetin. Tubes of | oz 


FOR TOPICAL USE 


Chioromycetin Cream 


:: A cream indicated in the treatment of pyodermas, 
<a folliculitis and dermatoses of infective origin. A useful 
“st a hi routine minor wound dressing. Tubes of 1 oz. 


>: Parke, Davis HOUNSLOW, Near LONDON 


Further information from 
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EDITORIAL 


A CLINICAL JOURNAL OF NUTRITION 


Preparations are now so far advanced that this new 
journal* will probably appear for the first time this year. 
The distinguished Editorial Board includes the following: 
William Dock, M.D. (Brooklyn), Grace M. Goldsmith, 
M.D. (New Orleans), Harold Jeghers, M.D. (Washington, 
D.C.), Robert M. Kark, M.D. (Chicago), Cyril M. 
Macbryde, M.D. (St. Louis), M. M. Wintrobe, M.D. (Salt 
Lake City), Michael G. Wohl, M.D. (Philadelphia), John 
B. Youmans, M.D. (Nashville). The Editor-in-Chief is 
Dr. S. O. Waife, M.D. (Philadelphia). The Abstracts 
Editor is Charles R. Shuman, M.D., and the Corresponding 
Editors are J. Groen, M.D. (Amsterdam), A. P. Meiklejohn, 
M.D. (Aberdeen), Sir Edward Mellanby (London), and 
M. M. Suzman, M.D. (Johannesburg). 


We understand that, as a matter of policy, the Editorial 
Board has decided to limit articles rather closely to the 
clinical aspects of nutrition, animal experiments being 
reported only when these complement or support clinical 
observation. While this will undoubtedly reduce the 
number of papers submitted, it will, we are sure, enhance 
the value of the journal to the practising physician. 


The publishing policy followed is probably a wise one 
and is analogous to what endocrinologists were forced in 
the end to establish in their field of publication. 
Endocrinology used to include clinical as well as animal 
experimental observations; but a few years ago the 
advisability of establishing a separate Journal of Clinical 
Endocrinology became obvious. This was accordingly 
done and the result has been an unqualified success. 


Interest in the clinical aspects of nutrition is world wide 
and many research projects have received the benefit of 
international sponsors. It is, therefore, appropriate that 
the Editorial Board of the new journal should have decided 
to invite and encourage the submission of MSS. from 
abroad, where so much important and valuable work is 
being done. 

This will implement the aim to make the journal a 
genuinely international publication, worthy of support 
particularly in South Africa, where we have already made 
such fundamental contributions to the study of nutritional 
disorders, and where so much remains to be done. 


* Editorial Office: 
South 36th Street, 
America. 


The Journal of Clinical Nutrition, 133 
Philadelphia 4, Pa., United States of 
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South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE 


KLINIESE TYDSKRIF OOR VOEDING 


Die voorbereidings het nou sover gevorder dat hierdie 
nuwe tydskrif* waarskynlik hierdie jaar vir die eerste maa! 
sal verskyn. Die vermaarde Redaksionele Raad sluit die 
volgende in: William Dock, M.D. (Brooklyn), Grace M. 
Goldsmith, M.D. (New Orleans), Harold Jeghers, M.D. 
(Washington, D.C.), Robert M. Kark, M.D. (Chicago), 
Cyril E. Macbryde, M.D. (St. Louis), M. Wintrobe, M.D. 
(Salt Lake City), Michael G. Wohl, M.D. (Philadelphia), 
John B. Youmans, M.D. (Nashville). Die Hoof Redakteur 
is Dr. S. O. Waife, M.D. (Philadelphia). Die Redakteur 
verantwoordelik vir Opsommings is Charles R. Shuman, 
M.D., en die Korrespondensie Redakteurs is J. Groen, 
M.D. (Amsterdam), A. P. Meiklejohn, M.D. (Aberdeen), 
Sir Edward Mellanby (London) en M. M. Suzman, M.D. 
(Johannesburg). 

Ons verneem dat die Raad van Redakteurs, as 'n saak van 
beleid, besluit het om artikels taamlik na aan die kliniese 
aspekte van voeding te beperk, oor proefnemings met diere 
sal daar net oor verslag gegee word wanneer dit kliniese 
waarnemings aanvul of ondersteun. Terwyl dit ongetwy- 
feld die aantal geskrifte wat voorgelé word sal beperk, sal 
dit, seer sekerlik, die waarde van die tydskrif, vir die 
praktiserende geneesheer, verhoog. 

Die publikasie-beleid wat gevolg word, is waarskynlik 
‘n wyse en gelyksoortig aan dié wat endokrinoloé op die 
ou end gedwing was om op die gebied van hulle publikasie 
vas te lé. Endocrinology het gewoonlik kliniese- soewel 
as diere-eksperimentele waarnemings ingesluit, maar ‘n 
paar jaar gelede het die wenslikheid van die stigting van 'n 
aparte Journal of Clinical Endocrinology duidelik geword. 
Dit was gevolglik gedoen en die gevolg was 'n algehele 
sukses. 

Daar is ‘'n wéreldwye belangstelling in die kliniese 
aspekte van voeding en baie navorsingskemas het uit inter- 
nasionale beskerming voordeel getrek. Dit is derhaiwe 
passend dat die Raad van Redakteurs van die nuwe 
tydskrif sou besluit om die voorlegging van manuskripte 
van die buiteland, waar so baie belangrike en waardevolle 
werk gedoen word, te versoek en aan te moedig. 

Dit sal die doelstelling bewaarheid om die tydskrif 
werklik ‘n egte internasionale publikasie to maak, wat 
ondersteuning verdien, veral in Suid-Afrika waar ons 
alreeds sulke fundamentele bydraes tot die studie van 
voedingstoornisse gemaak het, en waar daar nog so baie 
te doen is. 


* Kantoor van die Redaksie: The Journal of Clinical Nutrition, 
133 South 36th Street, Philadelphia 4, Pa., United States of 
America. 
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MEDICO-LEGAL SECTION 


POST-OPERATIVE VESICO-VAGINAL FISTULA: SURGICAL NEGLIGENCE ALLEGED 


(M. J. J. Low ws. K. M. HatRMan) 


IN THE 


Shaw, J.: In this action the plaintiff, who is a married 
woman, claims damages from the defendant, who is a 
medical practitioner, in the sum of £15,932 Is. 6d. The 
declaration alleges that on or about 7 January 1949 in 
Durban, the plaintiff verbally engaged the defendant to 
perform a surgical operation on her. Accordingly she 
entered the Florida Nursing Home on 11 January 1949 
and the defendant performed the operation there on 
12 January 1949. It was a hysterectomy for carcinoma 
of the cervix. The declaration proceeds to allege that in 
performing the operation, the defendant, through neg- 
ligence and/or lack of sufficient skill, injured the plaintiff's 
bladder by damaging the wall thereof and failed to repair 
it adequately or at all.... It was alleged that the nature 
of the damage to the bladder wall was a traumatic injury 
leading to a vesico-vaginal fistula . . . that it was unneces- 
sary to cause the injury and it would not have happened 
if the defendant had been careful or if he had had or used 
sufficient skill . . . that a portion of the bladder wall was 
included in a clamp and subsequently stitched with the 
vaginal wall. 

During the hearing, these particulars were further 
amplified by the inclusion of the following allegation 
‘and/or the defendant shaved the muscular wall of the 
bladder’. The allegation of failure to repair was amplified 
in particulars, it being alleged that the repair should have 
been effected during the operation immediately the injury 
was recognized, and a catheter should have been left in 
the bladder to diminish strain. 

During the hearing, application was made further to 
amplify the allegation in regard to the catheter by the 
insertion of the words ‘in any event’ after the word 
‘and’. This application was opposed and was refused 
on the ground that it purported to introduce a cause of 
action entirely divorced from the allegation of negligence 
causing injury to the bladder. An amendment was, how- 
ever, allowed, the effect of which was to introduce the 
word ‘or’ after the word ‘and The effect of this 
amendment was that the plaintiff still relied upon an injury 
caused during the operation and an allegation that this 
injury should have been repaired or a catheter should 
have been left ia the bladder. 

The allegations of negligence as contained in the 
original declaration and as amplified by the particulars 
as amended were denied by the defendant. The plaintiff's 
declaration proceeded to allege that in consequence of the 
injury to the bladder, the plaintiff developed a very large 
vesico-vaginal fistula which necessitated a series of further 
surgical procedures with a view to overcoming the 
trouble, particulars of which were set out in the 
declaration. 
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The defendant in his plea admitted that he had per- 
formed an operation on the plaintiff and averred that the 
operation was a panhysterectomy involving the removal 
of, inter alia, the uterus, portion of the anterior vaginal 
wall and the parametrium . . . that after the operation 
had commenced, it emerged that the carcinoma had 
invaded a greater part of the uterus than the cervix, and 
that it had also invaded the parametrium and had caused 
the base of the bladder to become pathologically adherent 
to the parametrium. The defendant proceeded to plead 
that he had performed the operation without negligence 
and with proper skill, and that in the course of the 
operation he was obliged to and did cut close to the 
muscular wall of the plaintiff's bladder. This was in order 
to separate the bladder from the parametrium for the pur- 
pose of retracting the bladder in order to facilitate the 
removal of the uterus and other affected parts. In the 
course of this part of the operation, the defendant pleaded 
that he might have shaved the muscular wall of the 
bladder, but there was at the time no indication that he 
had done so. He pleaded further that he did not per- 
forate the wall of the bladder, nor did he cause any 
recognizable injury thereto which called for repair in the 
course of the operation. 

In the course of separating the bladder from the 
parametrium, considerable bleeding occurred, and in 
accordance with proper surgical practice the defendant 
applied clamps (artery forceps) to stop the bleeding. The 
defendant denied that he applied any such clamp neg- 
ligently or with any want of skill on his part, and averred 
that no other type of clamp was used by him in the course 
of the operation. He alleged further that no portion of 
the bladder wall was stitched with the vaginal vault and 
that the peritoneum covering the bladder was stitched by 
the defendant to the peritoneum covering the vaginal vault 
in accordance with proper surgical practice. 

The defendant then averred that about a week after 
the operation a small vesico-vaginal fistula developed in 
the wall of the plaintiff's bladder from which leakage of 
urine occurred per vaginam, and alleged that such fistula 
occurred either because the muscular wall of the bladder 
had been shaved or because of inflammation of the sur- 
rounding tissue, or both, plus the effect of severe coughing 
on the plaintiff's part due to congestion of her lungs 
following upon the operation, but in any case not because 
of any negligence or lack of skill on the part of the 
defendant. He further denied that the further surgical 
procedures referred to in the plaintiff's declaration were 
necessitated by the existence of the vesico-vaginal fistula, 
and in any event denied that they were necessitated by any 
negligence or want of skill on his part. 
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The question of the necessity or otherwise of the 
subsequent procedures to which the plaintiff was subjected 
will arise if it is found on a balance of probabilities that 
the defendant was negligent in one or more respects as 
alleged by the plaintiff and that such negligence caused 
the vesico-vaginal fistula which admittedly developed in 
the wall of the plaintiff's bladder after the operation. 

The fact that the original allegations in the declaration 
were amplified by further particulars which were in turn 
amended during the hearing of the case tends rather to 
obscure the actual grounds of negligence relied upon by 
the plaintiff. It seems to me, however, that the allegation 
made by the plaintiff that it was unnecessary to cause the 
injury and that it would not have happened if the defen- 
dant had been careful or if he had had or used sufficient 
skill, is an allegation which opens the way for a sub- 
mission on behalf of the plaintiff that the maxim res ipsa 
loquitor may, on the pleadings, be invoked by her. The 
allegations of specific acts of negligence which follow upon 
this general allegation do not, in my view, restrict the 
plaintiff's action to such acts, and I propose therefore to 
deal with the case not only by examining the evidence as 
to these particular allegations, but also by a consideration 
of the submission made on behalf of the plaintiff that in 
all the circumstances of the case, the proper inference to 
be drawn is that the occurrence of the fistula was a direct 
consequence of some negligence on the defendant's part 
because but for such negligence, the fistula would not have 
developed as it did. 

It was common cause that the operation performed by 
the defendant was a form of hysterectomy necessitated by 
carcinoma of the cervix. There was some dispute between 
the plaintiff and the defendant as to what the latter had 
told the former when he advised her than an operation 
was necessary, but there was in this action no dispute 
that in fact the plaintiff was suffering from a carcinoma 
which had invaded the cervix, nor was it any part of the 
plaintiff's case that defendant had made a wrong diagnosis 
of her condition or had negligently decided and advised 
that she should submit to a surgical operation. 

There was considerable discussion in evidence and in 
argument as to the proper technical appellation of the 
operation actually performed by the defendant. In plain- 
tiffs declaration it is described as a hysterectomy, and 
in defendant's plea it is described as a pan-hysterectomy. 
In a letter written by defendant's attorneys on 22 May 
1950—Exhibit 1—it is described as a pan-hysterectomy or 
Wertheim operation. In defendant's evidence he refers to 
it as a modified Wertheim, and in certain of the medical 
evidence for the plaintiff it is described as a _ pan- 
hysterectomy but not a Wertheim. As I understand the 
position, a classical Wertheim operation involves the 
removal of not only the uterus and cervix, but also the 
greater part of the vagina and the whole of the para- 
metrium and the iliac glands. 

The defendant in evidence agreed, despite the wording 
of Exhibit 1, that he had not performed a classical 
Wertheim but a modified form of that operation, involving 
the removal of a smaller portion of the vagina, part only 
of the parametrium, and only such of the iliac glands as 
were palpable. He gave his reasons for adopting this 


modified procedure, but as far as I can see, nothing really 
turns upon the point as again it was no part of the 
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plaints case that the operation performed was incom- 
plete or inadequate for the purpose of treating the 
carcinomatous condition discovered. As to this, it is only 
fair to the defendant to mention that the plaintiff had, 
at the conclusion of the hearing, survived for a period 
of two and a half years without apparent recurrence of 
the carcinoma, a fact which indicates that the operation 
had achieved its immediate purpose. In my view, there- 
fore, it is unnecessary to embark upon a detailed analysis 
of the evidence given as to the exact scope of a Wertheim 
Operation, a modified Wertheim or a panhysterectomy. 
The defendant has himself described the extent of the 
operation he performed, and there is nothing in the 
evidence to lead me to think that in this respect his 
evidence is unreliable. 

It will now be convenient to consider the evidence in 
relation to, firstly, the allegation that the bladder wall was 
negligently injured by the defendant and, secondly, the 
allegation that the defendant negligently failed to repair 
such injury. As to the former, it is not really disputed 
by the defendant that there must have been some injury 
caused to the muscular wall of the bladder in the course 
of the operation. The plaintiff's case is that such injury 
was caused in one or other of the various ways set out 
in the particulars to the declaration as amended. The 
first is that a portion of the bladder wall was included 
in a clamp and subsequently stitched with the vaginal 
wall. The use of the word ‘clamp’ is in itself a cause 
of some uncertainty as it emerges from the evidence that 
in Operations of this kind, various surgical instruments are 
used which may or may not be described as clamps and 
which are sometimes described merely as artery forceps. 
Dr. Standing, a medical witness called by the plaintiff, 
indicated that in a classical Wertheim operation a large 
clamp, described as a Bonney’s clamp, might be used. 
Such a clamp might, he suggested, nip or pinch a portion 
of the bladder if this had not been completely retracted. 
The defendant is emphatic that no such clamp was used 
by him and his evidence in this respect is completely cor- 
roborated by his assistant, Dr. Lazarus, and the theatre 
sister, Sister King. The latter was clear, and I accept 
her evidence, that there was no such clamp available at 
the nursing home where the operation was performed. 
Reference was also made to certain large angled clamps 
which, if used, might have nipped a portion of the bladder, 
but again the evidence of the defendant, Dr. Lazarus and 
Sister King is clear that no such clamps were used. I 
can see no reason to reject the evidence of these three wit- 
nesses that no clamps other than artery forceps were used 
in the operation. These forceps were used for the pur- 
pose of holding the uterine vessels on either side of the 
uterus and cervix and for the purpose of picking up 
bleeding points during the operation. If, therefore, a 
portion of the bladder wall had been included in a clamp, 
the clamp must have been an artery forceps of the type 
described by the defendant and Sister King. I do not think 
that Dr. Standing really intended to include such an artery 
forceps within the ambit of the word ‘clamp’. In answer 
to the Court, he gave evidence as follows: 

‘Another method, I understand. would be by pinching the 
bladder wall with an artery forceps?—Yes. 

Would that be apparent when it was done?—That I think 


is an unlikely method for this to occur, because it is the mere 
tying of the ligature around the area to seal it off. It would 
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not be very big, even with a large forceps, if you successfully 
ligatured it. | doubt whether it would cause permanent 
damage, unless infection got in, because you have brought 
in ees the muscular tissue in just the way to close up 
the hole. 

So you would not expect necrosis following on a pinching 
with an artery cocgngs? Unless a considerably large portion 
of the bladder had been included. 

But you would expect it, if there was pinching with a 
clamp?—Yes, if a clamp was used, it depends not on the 
instrument used, but on the area included. 

Mr. Murless stated that he would not exclude the possi- 
bility of damage having been caused by an artery forceps. 
A third medical witness called by the plaintiff, Mr. 
Stafford-Mayer, gave very full evidence on this aspect of 
the case. He produced a number of clamps and forceps 
and demonstrated and testified that certain types of the 
latter, whether oblique, straight or curved, might be used 
as clamps and might be referred to as such. His evidence 
was that if a clamp or artery forceps were applied to the 
bladder wall it would certainly cause damage, and he said 
definitely that this could not be done accidentally without 
lack of care. He went on to say that if the bladder wall 
had been clamped in a clamp or forceps, the surgeon 
should be able to observe this and the consequent injury 
to the bladder. He also said that if the bladder wall had 
been so clamped without an actual hole being caused in 
the bladder, the damaged portion of the wall should be 
over-sewn. 

I did not understand Mr. Stafford-Mayer to advance the 
opinion that in this case the plaintiff's bladder had actually 
been included in a clamp. Indeed, it would appear from 
his evidence that if the bladder wall had been so clamped, 
the surgeon must have known about this at the time. It 
was nowhere suggested that the defendant actually knew, 
during the course of the operation, that any such clamp- 
ing had taken place, so that Mr. Stafford-Mayer's 
evidence leaves the impression that it is improbable that 
the bladder wall was, in fact, clamped. 

Dr. Standing said that the most probable cause of injury 
to the bladder leading to the fistula which subsequently 
occurred was that the bladder had been clamped and that 
the next most probable cause was that it had been stitched 
to the vaginal vault. Mr. Murless also said that the most 
probable cause was the clamping of the bladder wall and 
the vaginal vault together, and also that stitching of these 
two organs together could have caused damage leading to 
the fistula. The main attack on the defendant was, 
therefore, that during the course of the operation he had 
clamped the bladder wall to the vaginal vault. The 
defendant is quite definite that he did not do this, and the 
evidence as to the absence of heavy clamps and the types 
of forceps used tends, in my view, to support him. 

Passing to the allegation that the bladder wall was 
stitched with the vaginal vault, this is joined in the par- 
ticulars with the allegation of clamping, and does not 
appear to have been pleaded as a separate or independent 
act of negligence. If regarded as part of the allegation 
in relation to clamping, it would stand or fall with that 
allegation. It emerges, however, from the evidence that 
there is a possibility of such stitching having taken place 
independently of any prior clamping of the bladder wall 
with the vaginal vault, and I think I should deal with the 
evidence as if the plaintiff relied upon a separable act of 
negligence in this respect. 
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Mr. Murless referred to stitching as a possible cause of 
injury. He examined the fistula on 22 January 1949, 
shortly after it had developed, and he saw stitches in the 
top of the vaginal vault. He could not say from what 
he saw if these stitches had originally been put through 
the bladder and he said that from what he saw, he could 
not say that the defendant had stitched the vaginal vault 
to the bladder wall. The stitches he observed were in the 
position in which they would have been had the vaginal 
vault been stitched without including any part of the 
bladder wall. His evidence, based upon what he observed, 
does not really therefore advance the plaintiff's case to 
any great extent. Dr. Standing regarded the stitching 
together of the bladder wall and the vaginal vault as less 
probable than a clamping together of these two during the 
course of the operation. Mr. Stafford-Mayer said in his 
evidence in chief: 

‘In your opinion, could the bladder be accidentally stitched 
in the course of this operation?—I feel rather strongly on 
that point, I feel that it should not be stitched. The point is, 
if the bladder is EE right away from the vagina and 
the uterus, and is kept right away in the operation, then it 
should not be stitched. If it is stitched, it means that the 
bladder has not been adequately separated." 

This passage seems to me to indicate that he regarded 
such stitching as a possibility but not a probability. In 
cross-examination, however, he said that he thought that 
a very likely cause of the damage in this case was that 
the bladder wall and the vaginal vault had been caught 
together and stitched together and that this might have 
caused the fistula which subsequently occurred. In this 
part of his evidence, he gives the impression that stitching 
was rather more probable than clamping. Dr. Malan, a 
medical witness called by the defendant, dealt with this 
aspect of the case very fully. After being cross-examined 
upon all the features of the matter as they presented 
themselves to Mr. Murless and Dr. Standing, Dr. Malan 
was asked: 

*That would be consistent with the stitches having caught 
the bladder wall as well as the vagina?—I cannot put it more 
plainly, it does not indicate that at all, it is not an impos- 
sibility, but it is the greatest improbability on the history of 
the case as we have it, I cannot put it differently. 

That, of course, is a matter of opinion, do you agree?—It 
is my opinion, and I think it is a common-sense opinion. 

I do not doubt it?—It is not impossible, nothing is 
impossible in medicine.’ 

The defendant said that any such stitching together of 
the bladder wall and the vaginal vault was most 
improbable. He described the operation in detail and 
described the difficulty he had in inserting certain of the 
stitches in the vaginal vault. His evidence as to this is not 
very clear, but in fairness to him I think that may have 
been due to the manner in which questions were put to 
him, particularly by myself. The effect of his evidence 
was, however, I think clarified by Dr. Malan. It was that 
after the uterus and cervix had been excised, the vaginal 
vault was sutured, independent stitches being used. Each 
stitch was taken from the anterior portion of the vaginal 
vault to the posterior portion so that the anterior and 
posterior surfaces could be brought together. In the result 
the suture line itself was transverse, and this accords with 
Mr. Murless’ observation of the nature of the fistula and 
the description of the fistula given by the other medical 
witnesses. 

The difficulty experienced in putting in certain of the 
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stitches led the defendant to make two tension cuts, one 
on either side of the suture line, so as to enable the 
anterior and posterior portions of the vaginal vault to be 
brought together. The tension cut in the anterior portion 
of the vault was therefore in advance of, or nearer to the 
bladder wall than, the suture line, and this appears to me 
to lessen the possibility that any of the stitches, which did 
not include the tension cuts (these being left to heal by 
themselves) could have taken in a part of the bladder 
which had been retracted away from the vaginal vault 
prior to excision of the uterus and cervix. 

It is unfortunate that the fact that these tension cuts 
had been made by the defendant was not put to Mr. 
Murless and Dr. Standing. I am therefore left without 
the benefit of their opinion as to the propriety of making 
such cuts in the circumstances described by the defendant 
or as to the effect the procedure adopted in this respect 
would have upon their opinion, particularly as to the 
possibility of the vaginal vault and the bladder wall having 
been stitched together. No application was, however, made 
for their recall on this point, and I must take it, therefore, 
that the plaintiff did not seek to dispute that the cuts were 
made by the defendant or to deal with them particularly. 
Mr. Gilbey, a medical witness called by the defendant, was 
asked certain questions about these cuts, and he indicated 
that the procedure adopted by the defendant was unusual 
as, indeed, I think the defendant conceded. Mr. Gilbey 
said that if a surgeon had the temerity to make such cuts, 
he must be sure that no damage was caused to the bladder 
when making the cuts. This evidence indicates that such 
cuts would be made only as part of a special procedure 
to be adopted in peculiarly difficult circumstances such as 
defendant says he encountered. The evidence does, 
however, indicate that damage to the bladder wall which 
might be caused, if such cuts were made, would be damage 
by cutting or snipping and not by clamping or stitching. 
There is also evidence from the defendant and the theatre 
sister to the effect that an inlying catheter which remained 
in the bladder during the operation and was removed 
thereafter showed no signs of blood, a_ circumstance 
which indicated that the mucosa or lining of the bladder 
had not been damaged during the operation. In addition, 
the extract from the Nursing Home Report Book, 
Exhibit 4, indicates that for some days after the operation 
the plaintiff passed urine normally, there being no record 
of any blood content in the urine. This is inconsistent 
with any stitch having actually penetrated through the 
bladder wall and through the mucosa or lining of the 
bladder, and with any major or gross injury to the bladder 
as a whole. 

I pass now to the final specific allegation against the 
defendant, namely that he shaved the muscular wall of 
the bladder. It is noteworthy that this allegation was 
introduced by the plaintiff by way of amendments to 
further particulars of the declaration. The declaration 
was dated 30 May 1950, the further particulars were dated 
5 July 1950, and the amendment was dated 16 April 1951. 
At the latter date both Mr. Murless and Dr. Standing had 
concluded their evidence. The allegation would not appear, 
therefore, to have been based upon advice given by these 
two medical men to the plaintiff and, indeed, it is fairly 
obvious from their evidence that it was not. It seems to 
me clear that the allegation was based upon what the 
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defendant himself had told the plaintiff or the plaintiff's 


advisers Mr. Murless, who saw the defendant on 


22 January 1949, said in his evidence in chief that the 


defendant had then stated to him that he * must have 
shaved close to the bladder’. On 22 May 1950, defen- 
dant’s attorneys had written Exhibit 1 to plaintiff's 
attorney, in which the following passage appeared : 

‘Actually it appeared to our client that the wall of the 
bladder was not so affected, but in carrying out the operation 
it was, as stated above, necessary to cut extremely close to 
the base of the bladder wall. Our client had hoped that the 
bladder wall had not been affected by the operation, but it 
was not possible to determine this during the course of the 
operation by the naked eye. Subsequent developments showed 
that the base of the bladder wall must have been shaved so 
that i became thinner and in consequence gave way under 
pressure, thus causing an opening or fistula in the base of the 
wall of the bladder.’ 

In defendant's plea dated 17 July 1950, the following 
averment appears in paragraph 4: 

‘In the course of this part of the operation the defendant 
may have shaved the muscular wall of the bladder, but there 
was at the time no indication that he had done so,” and in 
paragraph 9 it is averred in reference to the fistula which 
subsequently developed * such fistula occurred either because 
the muscular wall of the bladder had been shaved or because 
of inflammation of the surrounding tissue, or both, plus the 
effect of severe coughing on the plaintiff's part due to con- 
gestion of her lungs following upon the operation, but in any 
case not because of any negligence or lack of skill on the 
part of the defendant’. 

In the circumstances, there is little evidence from the 
plaintilf’s witnesses to support the allegation which 
eventually formed part of the plaintiff's declaration as 
supplemented by particulars and amended. It is clear 
from Mr. Murless’ evidence that when the damage first 
became apparent, defendant's reaction was that he must 
have shaved close to the bladder. This view or opinion 
was maintained consistently by him. He described in his 
evidence in chief the procedure adopted in relation to the 
separation of the bladder from the adjacent cervix: 

* Describe the operation with regard to separating the bladder 
from the cervix?—On stripping the bladder away, it strips 
fairly easily, the broad ligament attachment, until I got to 
the parametrium overlying the cervix, there it became difficult 

more difficult—-but palpating, | found it could be separated 
by a few snips of the scissors. I did so. I found there were 
adhesions, small but not continuous, and so, with 3 or 4 snips 
with the scissors, these adhesions were freed. There was, at 
this stage, considerable oozing, venous oozing, and with hot 
saline packing pressing against the oozing surface and then 
removing the packing and noticing the points from which the 
bleeding came, my assistant and I caught up these small 
bleeding points and tied them off with fine chromic catgut. 

First of all, how did you catch them up?—With a small 
Spencer-Wells forceps. The points are specially designed for 
this sort of work, fine small forceps. I examined the area, 
I saw no visible damage. I felt no damage. I was satisfied 
then, and I proceeded to insert the third blade of the 
retractor but, prior to doing that, as is my custom, I put a 
stitch through the peritoneal reflection and stitched that on 
to the abdominal wall to ensure that the bladder would stay 
out of the way throughout the operation, and then inserted 
the bladder retractor, and that completed the retraction of the 
bladder entirely out of the field of operation.’ 


He was very closely cross-examined on this part of his 
evidence, and particularly on the statements in Exhibit | 
above quoted. His evidence in cross-examination is as 
follows 


*Now the next sentence “ Examination showed that cancer 
had invaded part of the parametrium as well as the cervix 
and vagina and it was absolutely essential in the interests of 
your clhent for our client to cut as close as possible to the 
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outside wall of the bladder in order that he might ensure, 
as far as was reasonably possible, the removal of all parts 
contaminated by cancer”. I suggest to you that when you 
found the cancer had punctured the parametrium and vagina 
you should have done a complete Wertheim?—I do not deny 
1 did a Wertheim. 

A modified Wertheim?—As we know it to-day. 

You say a Wertheim to-day has a different significance than 
the original Wertheim?—Quite. 

I suggest to you that a Wertheim is a Wertheim and nothing 
else and there is no modification of it in surgical nomenclature 
to-day?—-Oh yes, there is, there is no set technique for any 
operation. 

Why did you have to cut as close as possible to the outside 
wall of the bladder; was not that a separation you did?—That 
is what I meant by “ cutting"; I had to snip several times with 
the scissors. 

Was that all you meant by “ cut "?—Yes. 

The letter goes on: “Our client wishes to make it plain 
that had he found that the bladder wall showed any trace of 
cancer he would of necessity had to remove the affected 
part.” You agree with that?—Yes. 

“ Necessary to cut extremely close to the base of the bladder 
wall,” that refers to the separation. “Our client had hoped 
that the bladder wall had not been affected by the operation, 
but it was not possible to determine this during the course of 
the operation by the naked eye.” Do you consider it possible 
after the operation that the bladder might have been affected 
by having to cut so close to it?——-It might have been. 

You considered that after the operation?—Not at the time 
but when the fistula occurred. As it had developed it was 
only logical to try and analyse the causes and going over the 
causes in my mind one of them was that in snipping the 

arametrium in the places where it was adherent I may also 

— snipped the outer wall of the bladder, but on examination 
I could not see it and therefore I put it down as one of the 
causes, but with no real conviction that that was so. I could 
not understand why it had occurred. 

Do you agree that one of the main aspects of this operation, 
about which you took particular precautions, is injury to the 
bladder?——Indeed yes, the primary consideration 

And did you take any precautions in regard to this bladder? 

Oh yes, after I had freed it from its attachment and had 
stopped the bleeding from its surface I packed it away... . 

Let us return to this letter which goes on to say: “ Our 
client had hoped that the bladder wall had not been affected 
by the operation. It was not possible to determine this during 
the course of the operation by the naked eye and subsequent 
developments showed that the base of the bladder wall must 
have been shaved or that it became thinner and gave way 
under pressure thus causing an opening or fistula in the base 
of the wall of the bladder.” With what instrument was this 
bladder wall shaved?—-Snipping had been done 

Is there any particular nomenclature whereby you shave 
with scissors?—In explaining to a layman what was done that 
was the term I used because he could appreciate what I meant 
by “thinning”. 

Why did you not therefore say that such thinning had taken 

lace in very small areas, because the impression that you 
ater gave was that the wall must have been shaved so as to 
become thinner and not pitted?——-Perhaps I did not make it 
clear at that time. 

You dissent from what you said there and you wish the 
Court to understand that it was pitting by a series of small 
snips?—-That is what I mean.’ 

It will be seen that the plaintiff imported the word 
‘shaved’ from Exhibit 1 and defendant's plea and ignored 
the word ‘cut’ which appeared in both these documents. 
The defendant's evidence makes it clear that such sharp 
dissection as he found to be necessary was effected with 
scissors and not with a knife. The word ‘shaving’ might 
be misleading to a layman who would associate it with 
the use of a knife rather than a pair of scissors. The 
defendant's evidence that he had in fact used scissors was 
not seriously questioned, but the absence of evidence from 
the plaintiff's witnesses as to damage caused to the bladder 
wall by cutting with scissors is probably, it seems to me. 
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due to the view taken by the plaintiff's advisers of the 
word ‘shave’. Dr. Standing said in answer to me: 

‘Another way, I understand, in which the wall might be 
damaged would be a shaving off of the muscular tissue, not 
an actual incision into the bladder—not the cutting of the 
bladder—but the shaving off of some of the tissue, in fact 
that is suggested in the a in this case?—It is a difficult 
thing to do actually; if you take a knife, for instance, and 
shave along the bladder, unless it is a sharp knife—the bladder 
is such a mobile thing—it would just slip out of the way. 

If there were shaving of that description, would it be 
observable?—1 would say the muscle tissue would be more 
reddened. 

Rather as if you grazed your hand?—Yes, the bladder wall, 
when the bladder is collapsed, is a sort of crinkled looking 
thing, there is a certain mount of urine and you can see it 
wobble about under vision.’ 

Dr. Malan, who gave evidence after he had heard the 
evidence of Mr. Murless, Dr. Standing and the defendant, 
said : 

“In this case, the defendant says he was able to dissect it 
with three or four snips with the scissors, would that be apt 
to cause bleeding of the kind referred to in this book which 
would require to be ligatured?—It depends how close he 
snipped the bladder wall, if with his scissors he cut more than 
just the actual little adhesions, if he cut a little, as was referred 
to in Court, a little bit of the bladder, causing a little pit 
there, you would get more haemorrhage than usual; you can 
— stop that haemorrhage by applying hot swabs or, if that 
will not do, you use a Spencer-Wells forceps. You cannot 
ligature it like that, without applying a forceps. 

_I did not understand defendant saying that he ligatured these 
i that caused bleeding, but he did say some bleeding points 
ad been picked up, how can that occur?—-As I have said, 
if he cut rather close and cut a little infinitesimal amount or, 
even a bigger amount, off the bladder wall causing, as I say, 
what was referred to earlier as a pit, you could not do it in 
any other way, you can only get it by trauma, very slight 
perhaps, to this layer of bladder that you are separating. 

When the defendant spoke of picking up the bleeding points 
on the bladder wall with the artery forceps, do you say that 
this must have been occasioned as a result of his shaving or 
cutting close to the bladder wall?—Or tearing when the 
adhesions were broken down. 

During the gauze dissection?—Yes, during the gauze dis- 
section, a bleeding point like that pre-supposes, to my mind, 
some trauma which may be very slight and it may very 
severe. 

This question of snipping close to the bladder wall and 
possibly making a pitting not visible or palpable, is that a 
possibility? —Yes. 

Could that happen without any want of care or skill on 
the part of the operator?—Definitely, it may occur even with 
the most skilful and careful man.’ 

Later on he said in reference to the evidence that had 
been given by the defendant: 

‘He indicated in the course of that evidence that he had to 
cut close to the bladder. He might have made some pitting, 
invisible but nevertheless pitting, in the wall of the bladder— 
you heard that?—Yes. 

Regard being had to that and the presence of this inflam- 
mation, with pus formation, are you of the opinion that this 
fistula could have resulted from a combining of those factors? 

Definitely in my mind the fistula resulted from some trauma 
with infection as a concomitant condition, and the two 
together would erode the tissues further. 

Bearing in mind the factor of infection, regard being had 
to the kind of injury, the ssible kind of injury that Dr. 
Hairman might have taflicted without seeing it, would you say 
the two together could have given rise to this fistula?— 
Definitely. May I explain that trauma by itself heals very 
readily in the bladder wall. given favourable conditions; but 
trauma, however slight, with the unfavourable concomitant 
condition of inflammation and with pus formation causes rapid 
erosion of the tissues round about, and so may destroy the 
bladder wall too, lying next the infected trauma.’ 


(To he concluded) 
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STUDIES OF ADULT CRETINS* 


Il. 


PARTICULAR CHARACTERISTICS IN THE ADULT 


W. P. U. Jackson, M.D., M.R.C.P., D.C.H. 


Department of Medicine, 


With the passage of years some of the features we think 
of as characteristic of cretinism become altered, even if 
the condition is virtually untreated. Certain tentative 
suggestions are here put forward on the admittedly 
scanty data from the 2 adult cases described and the 
protocols, photographs and statements appearing in the 
literature.!. 4, 8-10, 14-19, 22, 24, 27,28, 30,31 The oldest pre- 
viously reported untreated cretins seem to be the patient 
of Bourneville (1903), quoted by Falta and Meyers, who 
lived to 36, and that of Benda‘ (p. 40) who was 38. 

Physical Features. The general appearance of severe 
hypothyroidism is naturally present, as exemplified by the 
2 cases described.*? While the young cretin tends to look 
old, the older cretin, on the other hand, changes so little 
on reaching adult years that she looks young (Fig. 4,°* 
Figs. 5-8). The tongue, typically large and flabby in the 
early cretin, seems to develop into a normal size and 
consistency, as it certainly is in Edith and Martha. This 
organ also appeared quite normal in an untreated male 
cretin, aged 9, while of photographs of cretins more than 
a few years old only Swale Vincent's picture of a 28-year- 
old (Fig. 9) and Zondek’s 18-year-old show the tongue 
protruding from the mouth. 

The hair in all cases appears to be dark and, unlike the 


*The References will be published at the end of the 
concluding article in this series. 


. 5. Aged 25, mental age 4 (From Sclye, 1947). 
"ig. 6. Aged 20 (From Zondek, 1935). 
ig. 7. Aged 23 (From Janney, 1922). 
ig. & Aged 18 (From Joll, 1932). Childish appearance, 
ig. 9. Aged 28, height 344 inches (From Swale Vincent, 
g. 10. Aged 35 (From Zondeck, 1935). 
ig. 11. Aged 38 (From Benda, 1947). 
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adult acquired myxoedema, there seems to be no ten- 
dency to thinning of the eyebrows. Head hair may be 
thin or abundant, body hair scanty. The teeth are very 
late in erupting and milk teeth may persist into adult 
years. It is noteworthy that Edith had retained all her 
second teeth to the age of 51, although they were grossly 
eroded and infected (now removed). The presence of 
umbilical hernia seems quite uncommon in adult cretins, 
though several photographs show a rather large navel and 
a little skin depression just above (cf. Figs. 1, 4, 6). 

The respiration rate in our 2 patients was quite normal, 
although shallow, while the young cretin has typically a 
slow rate. The temperature was also usually up to normal, 
but some readings of 95° F were recorded. The literature 
does not remark on these features in the adult cretin. 

Blood Vascular State. A mild anaemia is usual in 
cretinism, which seems to be normo- or microcytic in 
reported cases (perhaps with associated iron deficiency) 
although Bomford * described macrocytosis as the essential 
feature in hypothyroid anaemia. Anaemia is not always 
present.*»*.** Since neither of the present 2 cases were 
anaemic, it is possible that this also is modified in adult 
life, but no records of blood counts on untreated adult 
cretins have been found to confirm or refute this. 

The resting pulse rate of both Edith and Martha was 
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outside wall of the bladder in order that he might ensure, 
as far as was reasonably possible, the removal of all parts 
contaminated by cancer”. I suggest to you that when you 
found the cancer had punctured the parametrium and vagina 
you should have done a complete Wertheim?—I do not deny 
1 did a Wertheim. 

A modified Wertheim?—As we know it to-day. 

You say a Wertheim to-day has a different significance than 
the original Wertheim?—Quite. 

I ne to you that a Wertheim is a Wertheim and nothing 
else and there is no modification of it in surgical nomenclature 
to-day?—Oh yes, there is, there is no set technique for any 
operation. 

Why did you have to cut as close as possible to the outside 
wall of the bladder; was not that a separation you did?—That 
is what I meant by “ cutting"; I had to snip several times with 
the scissors 

Was that all you meant by “ cut "?—Yes. 

The letter goes on: “Our client wishes to make it plain 
that had he found that the bladder wall showed any trace of 
cancer he would of necessity had to remove the affected 
part.” You agree with that?—Yes. 

“ Necessary to cut extremely close to the base of the bladder 
wall,” that refers to the separation. “Our client had hoped 
that the bladder wall had not been affected by the operation, 
but it was not possible to determine this during the course of 
the operation by the naked eye.” Do you consider it possible 
after the operation that the bladder might have been affected 
by having to cut so close to it?—It might have been. 

You considered that after the operation?—Not at the time 
but when the fistula occurred. As it had developed it was 
only logical to try and analyse the causes and going over the 
causes in my mind one of them was that in snipping the 

arametrium in the places where it was adherent I may also 

— snipped the outer wall of the bladder, but on examination 
I could not see it and therefore I put it down as one of the 
causes, but with no real conviction that that was so. I could 
not understand why it had occurred. 

Do you agree that one of the main aspects of this operation, 
about which you took particular precautions, is injury to the 
bladder?—-Indeed yes, the primary consideration. 

And did you take any precautions in regard to this bladder? 

Oh yes, after I had freed it from its attachment and had 
stopped the bleeding from its surface I packed it away... . 

Let us return to this letter which goes on to say: “Our 
client had hoped that the bladder wall had not been affected 
by the operation. It was not possible to determine this during 
the course of the operation by the naked eye and subsequent 
developments showed that the base of the bladder wall must 
have been shaved or that it became thinner and gave way 
under pressure thus causing an opening or fistula in the base 
of the wall of the bladder.” With what instrument was this 
bladder wall shaved?—-Snipping had been done. 

Is there any particular nomenclature whereby you shave 
with scissors?—In explaining to a layman what was done that 
was the term I used because he could appreciate what I meant 
by “ thinning”. 

Why did you not therefore say that such thinning had taken 

lace in very small areas, because the impression that you 
ater gave was that the wall must have been shaved so as to 
become thinner and not pitted?——Perhaps I did not make it 
clear at that time. 

You dissent from what you said there and you wish the 
Court to understand that it was pitting by a series of small 
snips?—That is what I mean.” 

It will be seen that the plaintiff imported the word 
‘shaved * from Exhibit 1 and defendant's plea and ignored 
the word ‘cut’ which appeared in both these documents. 
The defendant's evidence makes it clear that such sharp 
dissection as he found to be necessary was effected with 
scissors and not with a knife. The word ‘shaving’ might 
be misleading to a layman who would associate it with 
the use of a knife rather than a pair of scissors. The 
defendant's evidence that he had in fact used scissors was 
not seriously questioned, but the absence of evidence from 
the plaintiff's witnesses as to damage caused to the bladder 
wall by cutting with scissors is probably, it seems to me, 


AL JOURNAL 


2 August 1952 


due to the view taken by the plaintiff's advisers of the 
word ‘shave’. Dr. Standing said in answer to me: 

‘Another way, I understand, in which the wall might be 
damaged would be a shaving off of the muscular tissue, not 
an actual incision into the bladder—not the cutting of the 
bladder—but the shaving off of some of the tissue, in fact 
that is suggested in the a in this case?—It is a difficult 
thing to do actually; if you take a knife, for instance, and 
shave along the bladder, unless it is a sharp knife—the bladder 
is such a mobile thing—it would just slip out of the way. 

If there were shaving of that description, would it be 
observable?—1I would say the muscle tissue would be more 
reddened. 

Rather as if you grazed your hand?—Yes, the bladder wall, 
when the bladder is collapsed, is a sort of crinkled looking 
thing, there is a certain mount of urine and you can see it 
wobble about under vision.’ 

Dr. Malan, who gave evidence after he had heard the 
evidence of Mr. Murless, Dr. Standing and the defendant, 
said : 

“In this case, the defendant says he was able to dissect it 
with three or four snips with the scissors, would that be apt 
to cause bleeding of the kind referred to in this book which 
would require to be ligatured?—It depends how close he 
snipped the bladder wall, if with his scissors he cut more than 
just the actual little adhesions, if he cut a little, as was referred 
to in Court, a little bit of the bladder, causing a little pit 
there, you would get more haemorrhage than usual; you can 
| stop that yey by a pplying hot swabs or, if that 
will not do, you use a Spencer-Wells forceps. You cannot 
ligature it like that, without applying a forceps. 

I did not understand defendant saying that he ligatured these 
~ that caused bleeding, but he did say some bleeding points 
ad been picked up, how can that occur?—As I have said, 
if he cut rather close and cut a little infinitesimal amount or, 
even a bigger amount, off the bladder wall causing, as I say, 
what was referred to earlier as a pit, you could not do it in 
any other way, you can only get it by trauma, very slight 
perhaps, to this layer of bladder that you are separating. 

When the defendant spoke of picking up the bleeding points 
on the bladder wall with the artery forceps, do you say that 
this must have been occasioned as a result of his shaving or 
cutting close to the bladder wall?—Or tearing when the 
adhesions were broken down. 

During the gauze dissection?—Yes, during the gauze dis- 
section, a bleeding point like that pre-supposes, to my mind, 
some trauma which may be very slight and it may very 
severe. 

This question of snipping close to the bladder wall and 
possibly making a pitting not visible or palpable, is that a 
possibility? —Yes. 

Could that happen without any want of care or skill on 
the part of the operator?—Definitely, it may occur even with 
the most skilful and careful man.” 

Later on he said in reference to the evidence that had 
been given by the defendant: 

‘He indicated in the course of that evidence that he had to 
cut close to the bladder. He might have made some pitting, 
invisible but nevertheless pitting, in the wall of the bladder— 
you heard that?—Yes. 

Regard being had to that and the presence of this inflam- 
mation, with pus formation, are you of the opinion that this 
fistula could have resulted from a combining of those factors? 

Definitely in my mind the fistula resulted from some trauma 
with infection as a concomitant condition, and the two 
together would erode the tissues further. 

Bearing in mind the factor of infection, regard being had 
to the kind of injury, the ssible kind of injury that Dr. 
Hairman might have inflicted without seeing it, would you say 
the two together could have given rise to this fistula?— 
Definitely. May I explain that trauma by itself heals very 
readily in the bladder wall. given favourable conditions; but 
trauma, however slight. with the unfavourable concomitant 
condition of inflammation and with pus formation causes rapid 
erosion of the tissues round about, and so may destroy the 
bladder wall too, lying next the infected trauma.’ 


(To he concluded) 
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With the passage of years some of the features we think 
of as characteristic of cretinism become altered, even if 
the condition is virtually untreated. Certain tentative 
suggestions are here put forward on the admittedly 
scanty data from the 2 adult cases described and the 
protocols, photographs and statements appearing in the 
literature.!. 4. 14-19, 22, 24, 27,28, 30,31 The oldest pre- 
viously reported untreated cretins seem to be the patient 
of Bourneville (1903), quoted by Falta and Meyers, who 
lived to 36, and that of Benda* (p. 40) who was 38. 
Physical Features. The general appearance of severe 
hypothyroidism is naturally present, as exemplified by the 
2 cases described.** While the young cretin tends to look 
old, the older cretin, on the other hand, changes so little 
on reaching adult years that she looks young (Fig. 4,°? 
Figs. 5-8). The tongue, typically large and flabby in the 
early cretin, seems to develop into a normal size and 
consistency, as it certainly is in Edith and Martha. This 
organ also appeared quite normal in an untreated male 
cretin, aged 9, while of photographs of cretins more than 
a few years old only Swale Vincent's picture of a 28-year- 
old (Fig. 9) and Zondek’s 18-year-old show the tongue 
protruding from the mouth. 
The hair in all cases appears to be dark and, unlike the 


*The References will be published at the end of the 
concluding article in this series. 
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Thick eyebrows, large penis. 
Note black hair and supra-umbilical depression. 
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CRETINS* 


adult acquired myxoedema, there seems to be no ten- 
dency to thinning of the eyebrows. Head hair may be 
thin or abundant, body hair scanty. The teeth are very 
late in erupting and milk teeth may persist into adult 
years. It is noteworthy that Edith had retained all her 
second teeth to the age of 51, although they were grossly 
eroded and infected (now removed). The presence of 
umbilical hernia seems quite uncommon in adult cretins, 
though several photographs show a rather large navel and 
a little skin depression just above (cf. Figs. 1, 4, 6). 

The respiration rate in our 2 patients was quite normal, 
although shallow, while the young cretin has typically a 
slow rate. The temperature was also usually up to normal, 
but some readings of 95° F were recorded. The literature 
does not remark on these features in the adult cretin. 

Blood Vascular State. A mild anaemia is usual in 
cretinism, which seems to be normo- or microcytic in 
reported cases (perhaps with associated iron deficiency) 
although Bomford * described mecrocytosis as the essential 
feature in hypothyroid anaemia. Anaemia is not always 
present.*»*.?* Since neither of the present 2 cases were 
anaemic, it is possible that this also is modified in adult 
life, but no records of blood counts on untreated adult 
cretins have been found to confirm or refute this. 

The resting pulse rate of both Edith and Martha was 
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Note myxoedematous pads over shoulders, and large penis. 


. 5. Aged 25, mental age 4 (From Selye, 1947). 
Fig. 6. Aged 20 (From Zondek, 1935). 
Fig. 7. Aged 23 (From Janney, 1922). Note pendulous breasts. 
Fig. 8. Aged 18 (From Joll, 1932). Childish appearance, umbilical hernia 
Fig. 9. Aged 28, height 34} inches (From Swale Vincent, 1922) 
Fig. 10. Aged 35 (From Zondek, 1935). 
Fig. 11. Aged 38 (From Benda, 1947). Note large pendulous breasts 
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above normal (100 and 80 beats per minute respectively). 
This remarkable finding is not, however, necessarily 
suggestive of an adult cretinous peculiarity, since tachy- 
cardia is a recognized occasional feature of infantile 
cretinism.";* Braid* states that bradycardia is not a 
feature of cretinism, but this is at variance with the 
literature in general. 

The blood pressure may be low (as in Martha), but is 
quite frequently considerably elevated (190/120 mm. Hg 
in Edith). While I can find no record of hypertension 
developing in a sporadic cretin, yet it not uncommonly 


Fig. 12 (Edith). X-ray of lateral lumbar spine showing some 
irregularity of the bodies and aortic calcification 


Fig. 13 (Edith). A long (dolichocephalic) skull, with thin 
anterior fontanelle region, flattened base and large pituitary 
fossa. 

Fig. 13a (Edith). Un-united iliac crest and ischial ramus 
epiphyses. Coxa vara with deformed femoral head and neck. 
Constipation. 


occurs and one or two 
authors '® suggest that it may even be more frequent than 
in euthyroid persons. Austin and Price * actually believed 
that idiopathic hypertension was due to hypothyroidism 
(caused by ‘myxoedema in the kidneys’), and reported 
the successful treatment of 466 cases of hypertension with 
thyroid extract! Fishberg '® reported the case of a man of 
21, apparently suffering from infantile myxoedema, whose 


in myxoedematous subjects, 
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height was 4 feet 7 inches and blood pressure 175/135 
mm. Hg. Armstrong ' noticed a blood pressure of 200/120 
mm. Hg in a myxoedematous subject fall to 154/90 mm. 
Hg on thyroid therapy, while Peel *' stated that 5 of 12 
myxoedematous patients with angina pectoris had 
“hypertensive heart disease "—though his protocols show 
only one diastolic pressure as high as 110. Means '* 
finds that the blood pressure in myxoedema falls into 
2 groups—one group with rather low pressures while the 
other, ‘slightly smaller’, has moderate hypertension. 
However this may be, there is general agreement that 


hypothyroid individuals develop early and gross atheroma 
and arteriosclerosis. Thus Edith’s abdominal aorta was 
grossly calcified (Fig. 12). Fishberg comments upon the 
frequency of arteriosclerosis in the kidneys at autopsy, and 
remarks that the first case ever to be designated as 
myxoedema died of ‘granular contracted kidney* (Ord, 
1897). McCarrison '’ also remarking the common com- 
bination of arteriosclerosis and myxoedema, states that it 
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was first noticed in thyroidectomized sheep by von 
Eiselberg. It is, of course, tempting to relate the long- 
continued hypercholesterolaemia of hypothyroidism to 
this atheromatous liability and the case of Edith 
certainly lends further credence to this hypothesis. 
Sexual Attributes. Adult external sex characteristics 
such as pubic hair, breasts and menstruation in females, 
good-sized testes and penis (Figs. 5 and 10} in males are 
late in developing but may eventually become compara- 
tively normal. There are several menstruating cretins 
reported in the literature, such as the case of Querido and 
Stanbury “2 with a B.M.R. of —40%, whose menarche 
actually occurred at the age of 13. A case of Wilkins 
and Fleischman ** had menorrhagia from the age of seven. 


Fig. 14 (Martha). Lateral 
view of dorso-lumbar region 
showing un-united epiphy- 
seal plates. 

Fig. 15 (Martha). Un-united 
iliac crest and ischial ramus 
epiphyses. Coxa vara and 
deformed femoral heads 


Breasts typically become large and pendulous in adult life 
(Figs. 1, 7, 11). Libido may occasionally be present, and 
pregnancy in severe cretinism is not unknown. Zondek *! 
reports 4 pregnancies in an undoubtedly gross cretin of 
28 (said to have been raped twice). 

In males the penis and testicles may actually be outsize, 
as in the pictures of cases recorded by Selye** and by 
Zondek (Figs. 5 and 10). The latter case was said to have 
‘very pronounced libido. 
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Radiographic Abnormalities. The classical X-ray 
abnormalities in the young cretin are the late appearance 
and the fragmentation of epiphyseal centres. In the older 
cretin bony fusion is much delayed and the epiphyseal 
region may be irregular. The zone of provisional cal- 
cification is typically dense.’ This density may also occur 
throughout the skull and Benda remarks that the adult 
cretinous calvarium is heavily ossified while the suture 
lines are still distinct and the site of the anterior fon- 
tanelle thin (cf. Edith’s skull, Fig. 13). Some epiphyses 
may remain un-united into middle age. In Edith’s case, the 
long bone and hand epiphyses have united but the centres 
for the iliac crests and for the ischial rami are still separate 
at the age of SI (Fig. 13a). Some of the epiphyseal plates 
of the dorsal vertebrae are also un-united in Martha (Fig. 
14), who shows precisely the same epiphyses un-united 
in the X-ray of the pelvis (Fig. 15), and in her case the 
iliac crest is exceptionally thick. Martha also shows 
delayed fusion of the distal radius and ulna epiphyses 
(Fig. 16). Vertebral irregularities are represented by 
kyphoscoliosis and wedging (Fig. 17). Braid states that 


Fig. 16 
epiphyses 
Fig. 17 (Edith) 

vertebrae (arrow) 


(Martha). Un-united lower radial and ulnar 


Thoracic scoliosis. Irregular and wedged 


after fusion epiphyseal irregularity is most marked in the 
head of the femur and this is certainly borne out by 
X-rays of both our cases (Figs. 13a, 15). They also show 
coxa vara and short femoral necks. The pelvis would 
seem to be the best part to X-ray for purposes of diagnosis 
in adult cretinism. 
SUMMARY 


(PARTS I AND II) 


An attempt is made to present certain features of sporadic 
cretinism in adult life and to suggest that there is a 
tendency :towards normality with age in those who 
survive. This .s manifested in certain physical characters, 
the temperature, pulse rate, blood, sexual development and 
possibly even circulation rate and glucose tolerance. There 
is a marked tendency to atheroma and arterial calcification, 
not infrequently complicated by hypertension. Radiological 
abnormalities are considered and it is suggested that the 
pelvis may show most irregularities in the older cretin. 
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RETROPUBIESE PROSTATEKTOMIE 


DIE RESULTATE VERKRY HIERMEE GEDURENDE DIE LAASTE DRIE JAAR IN DIE 
PRETORIA ALGEMENE HOSPITAAL 


I. P. Maas, M.B., Cu.B. 
Pretoria 


Die antwoord op die vraag welke chirurgiese toegang tot 
die prostaat die voortreflikste is, is nog nie ‘n uitgemaakte 
saak nie, ten spyte van die feit dat veelvuldige verslae oor 
hierdie onderwerp alreeds gedurende die laaste jare in 
mediese tydskrifte verskyn het. 

Tot ongeveer 6 jaar gelede was 3 metodes van ver- 
wydering van die benigne vergrote prostaat gebruiklik, nl. : 


1. Suprapubiese prostatektomie in cen of twee tempo’s. 
2. Transurethrale reseksie. 
3. Perineale prostatektomie. 


Nie een van hierdie metodes was juis op sigself geheel- 
en-al doeltreffend nie, en elk van hulle besit heelwat 
ongewenste eienskappe. 

In 1945 het Millin 'n ekstravesikale toegang tot die 
prostaat ontwerp en sy tegniek beskryf. 

Sedertdien is hierdie toegang in baie klinieke gebruik 
en is daar bewys dat, met hierdie chirurgiese ingreep, 
baie van die nadele verbonde aan die ander 3 metodes 
vermy kan word. 

Hierdie vierde metode, of retropubiese operasie soos 
beskryf deur Millin—met wysigings—is toegepas in die 
meeste gevalle van benigne prostaat hipertrofie in die 
Pretoriase urologiese kliniek gedurende die laaste 4 jaar. 


TEGNIEK 


Die tegniek is kortliks as volg: 

Die velsnit is 'n vertikale snit wat strek vanaf die bo-rant 
van die biese symphese tot onder die umbilicus. 

Die val on onderliggende vet word deurgesny tot op dic 
rektusskede, wat ook vertikaal deurgesny word, en die 2 recti- 
spiere word van mekaar geskei. Die wond word afgedek 
en gewone outomatiese buikwandhouers word in die wond gelé 
en geopen om die area net onder die pubiese boog bloot 
te 1é. In die wond kan nou gesien word & ruimte onder dic 
pubiese boog en die preprostatiese laag vet wat normaalweg 
in die cavum Retzius geleé is. 

Nadat die prostaat in sy kapsel betas en goed gedefincer 
is, word "n sebod buigbare spatel in die cavum Retzius geplaas 
en die tweede assistent verplaas die blaas opwaarts. Dic 
anterior vlak van die prostaat-kapsel kom nou te lé in dic 
onderdeel van die operatiewe veld 

Met No. | katderm-ligature word die puboprostatiese plexus 
van vena, superior en inferior van die area waar ons aanstons 
die anterior gedeclte van die kapsel gaan open, ondersteek en 
gebind. Hierdie 4 onderbindings word as anker hegtings 
gebruik en die prostaat-kapsel word geopen deur tussen hierdie 
2 rye hegtings deur die prostaat-kapsel te sny. 

Hierna word die buigbare spatel verwyder om sodoende die 
operateur ‘n beter kans te gee om sy hand vrylik te kan beweeg 
in die ruimte van Retzius. Die wysvinger van die regterhand 
word nou deur die opening in die kapsel, in die prostatiese 
urethra geskuif, totdat die apices van die laterale lobbe gevoel 
kan word. Die vinger word dan vir ‘n millimeter of twee 
na die rigting Van die blaasnek verskuif en die slymvlies van 
die prostatiese urethra word reg rondom van agter na voor 
deurgeskeur. 

Eers word die een en dan die ander laterale lob van die 
prostaat, van die apikale end tot by sy basis uit die kapsel 
geskil. Gedurende die enukleasie moet die operateur saggies 
en versigtig te werk gaan, daar te rowwe enukleasie kan Ici 
tot erge trauma van die kapsel en die omliggende weefsel en 
die oorsaak mag wees van latere inkontinensiec. 


Wanneer die laterale lobbe tot by hulle basisse losgemaak is 
kan dit nou uit die holte gelig word deur middel van ‘n vol- 
sellum klem. Dun mucosa van die blaasnek of 'n middellob 
mag die laterale lobbe nog aan die blaasnek hou. Indien dit 
die geval is kan dit onder sig versigtig met 'n krom skér weg- 
a word. Hierna word die buigbare spatel weer ingesit en 
die hele operatiewe veld word blootgelé. 

‘n Elektriese of stoomsuier is van 
prostaatholte skoon en droog te hou. 

Drie klemme (volsella) word nou aan die prostaat-kapsel 
= in die volgende posisie, om sodoende beter die prostaat- 

olte en die posterior lip van die blaasnek te kan sien. Een 

klem aan beide uiteindes van die kapselsnit, en cen aan die 
superior oo van die kapselsnit. Die prostaat-holte en 
posterior lip van die blaasnek is nou goed sigbaar. Enige los 
stukkies weefsel kan verwyder word met 'n krom skér. 

Hierna word ‘n V-vormige snit uit die posterior gedeelte 
van die sphincter internus gesny. Die operateur moet egter 
versigtig wees om nie 'n te groot gedeelte weg te sny nie 
wanneer hy die V-vormige gedeelte wegneem nie, daar die 
blaasnek in hierdie stadium effe anterior getrek word. Indien 
te vrylik te werk gegaan word sal die blaas posterior geper- 
foreer word, en wat nog meer is, die rectum wat agter teen- 
Fo blaas in hierdie gebied lé, beseer, of geperforeer mag 
word. 

In die meeste gevalle kan ‘n mens gewoonlik, wanneer 
hierdie stap voltooi is die 2 arteriae prostatica sien bloei waar 
hulle postero-lateraal in die gebied van die blaasnek toetree 
om die prostaat te voorsien. Hulle word albei versorg deur 


i¢ uiterste belang om die 


die deur — No. 0 katderm-hegting wat strek vanaf die 


een uiteinde van die kapsulére snit posteriorwaarts, op die vloer 
van die prostatiese holte, in die gebied van die blaasnek tot 
aan die ander uiteinde van die kapsulére snit. Met hierdie 
hegting word die mucosa van die trigonum en die oorblywende 
spierweefsel van die sphincter internus op die vioer van die 
prostaatbed alternatief gevang en geheg. Enige bloeding van 
die trigonale mucosa-rand word ook deur hierdie hegting 
beheer, Nadat genoemde hegting geplaas is, is die prostatiese 
holte heeltemal skoon en droog. 

‘n No. 20 Foley kateter word nou passeer en onderbroke 
hegtings word in die snit in die anterior deel van die kapsel 
geplaas maar nie geheg nie. Die kateter se ballon word nou 
opgeblaas met ‘n genoegsame hoeveelheid water, sodat die 
ballon stewig in die prostaatholte pas. Sodoende word enige 
gag bloeding wat daar nog van die kapsel mag wees 

eer. 

Voordat die kapsel gesluit word, word 100 ks. stericle water 
deur die kateter gespuit om enige stolsels wat gedurende dic 
enukleasie in die blaas mag opgehoop het, deur die opening 
in die kapsel uit te spoel. Die alreeds geplaaste onderbroke 
steke in die kapsel word nou gebind; 50 tot ‘n 100 ks. natrium- 
sitraat oplossing word in dic blaas gespuit en 'n prop word 
in die kateter geplaas. 

Die cavum Retzius word met ‘n dun gomlastickbuis 
gedreineer en die buikwand in lae gesluit. Roetine vasektomies 
word gedoen. 

‘n Uur na die terugkeer van die pasiént in die saal word 
die prop uit die kateter verwyder en die blaasinhoud onder 
dettolwater in bottels langs die bed gedreineer. Geen blaas- 
spoclings word toegepas nie behalwe die inspuit van 5 tot 10 
ks. natriumsitraat oplossing, sou die kateter verstop raak. Sou 
die kateter weens ‘n stolsel, of weens 'n meganiese fout in dic 
kateter self, verstop raak, en die obstruksie nie verwyder kan 
word deur die oopspuit van die kateter binne die cerste paar 
uur na operasie nie, kan die kateter verwyder word en die 
pasiént ontlas hom maklik van sy nog bloederig gekleurde 
urine. 

Ons aarsel geensins om, indien die kateter nie goed dreincer 
direk na die prostatektomie, dit te verwyder nie. 
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In geen een van die series het ‘n stolsel retensie voorgekom 
na verwydering van die kateter nie. 

Die pasiént staan op by die derde of vierde dag en die 
kateter word ook op Rierdie stadium verwyder. Die pasiént 
urineer vrylik en na willekeur. Die dreinasie-buis word op 
die sesde of sewende dag verwyder en die steke op die agste 
of negende dag. 


POST-OPERATIEWE BLAASSPOELING 


Sedert die retropubiese toegang vir die verwydering van 
die prostaat toegepas is, was daar gebruik gemaak van 
aanhoudende blaasspoelings met natriumsitraat-oplossing, 
totdat die blaas skoon en die urine helder was. Met 
hierdie manier van na-behandeling is volstaan tot in April 
1950. Sedertdien word geen gebruik meer gemaak van 
aanhoudende spoelings nie. Tydens die tydperk waar daar 
gebruik gemaak is van aanhoudende blaasspoelings post- 
operatief is daar gevind dat die uitlaatbuis van die kateter 
dikwels verstop geraak het met klein bloedstolsels. Die 
bloedgekleurde urine kon dus nie dreineer nie, terwyl van 
die spoelmengsel nog gedurig in die blaas gevloei het. Die 
gevolg was dan oorvulling van die blaas wat sommige 
van die ou pasiénte erg geskok het. Alhoewel die druk 
dan gou verlig is, deur die stolsel te verwyder en hulle 
vir skok behandel was, het hulle nie gou respondeer nie. 
Die bloeddruk het laag gebly selfs nog vir die volgende 
3 tot 4 uur. Nieteenstaande die feit dat die skok van ‘n 
oorgevulde blaas die oorsaak kan wees van dood, is dit 
wel moontlik dat dit ook ‘n aanleidende oorsaak kan wees 
van ‘n kardiale ineenstorting waaraan hierdie persone 
gewoonlik beswyk. 

Volgens die latere tabel kan gesien word dat sedert 
hierdie prosedure gestaak is die mortaliteit aanmerklik 
gedaal het. 

Behalwe die uitskakeling van hierdie uiters nadelige en 
onwenslike gevolg van aanhoudende blaasspoeling is daar 
nog die volgende groot voordeel van nie-spoeling, naamlik 
dat die urine nou baie gover skoon word dan in gevalle 
waar daar wel gebruik gemaak was van spoelmengsels. 
Die rede hiervoor is duidelik. Daar is nou geen gedurige 
weg-was en steuring van bloedstolsels nie, en bloeding van 
klein bloedpuntjies hou dus gouer op. 

Die verblyf in die hospitaal is ook verkort na staking 
van aanhoudende blaasspoelings. Die verblyf word 
dikwels verleng omdat daar nog ‘n klein suprapubiese 
fistel in die onder uiteinde van die wond, waar die cavum 
Retzius dreineer is, voortbestaan. In die gevalle waar daar 
gebruik gemaak is van aanhoudende blaasspoelings post- 
operatief het die wond in die prostaatkapsel dikwels gedien 
as ‘n veiligheidsklep waardeur urine kon lek indien die 
blaas oorvol geword het. 

Met oorvulling gebeur dit dan dikwels dat sommige van 
die hegtingsteke in die kapsel uitskeur, en gevolglik neem 
die kapsel-wond langer om te genees. Hierdie feit is een 
van die redes waarom die hospitaalverblyf van pasiénte 
waar blaasspoelings gebruik was soveel langer was as dié 
waar geen gebruik van spoelings gemaak is nie. 

Resultate. Die volgende is resultate verkry met 
retropubiese prostatektomie gedurende die laaste 24 jaar. 


Gemid Gemid. Verbivf 


Jaar Aantal Ouderdom in Hospitaal Mortaliteit 
1900 ... 72 70.9 17.8 dae 42% 
1950 ... 129 70.4 15.9 dae 2.3% 
1951 (helfte) ... 113 70.1 15.1 dae 1.0% 
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Alhoewel daar net 72 retropubiese prostatektomies 
gedoen was in 1949 was die mortaliteit 4.2%, en soos 
alreeds vroeér in hierdie artikel vermeld is die oorsaak 
waarskynlik te wyte aan die post-operatiewe blaas- 
spoelings 

Ander Metodes. Dit is nie juis die doel van hierdie 
artikel om die spesificke meriete en nadele van die vier 
genoemde metodes te omskrywe nie, maar om die werklike 
waarde van die vierde tipe of retropubiese prostatektomie 
te besef, is dit tog nodig om net kortliks die tekort- 
kominge van die ou erkende metodes te noem. 

1. Die suprapubiese operasie het nog die hoogste 
mortaliteit. Hierin word twee keer deur die blaas-mucosa 
gesny om by die klier wat werklik buitekant die blaas 
geleé is te kom. 

Die enukleasie word blindelings gedoen sonder dat die 
operateur mooi kan sien vanwaar die bloeding kom om dit 
sodoende te beheer. 

Die bloeding word dan moeilik beheer omdat die 
toegang nie so direk is nie en moet dan deur middel van 
druk beheer word deur spesiale gomlasticksakke of deur 
tamponering. Met die verwydering van die tampon of 
gomlasticksak is daar nog altyd die groot gevaar van 
sekondére bloeding. Die verblyf van die pasiénte in die 
hospitaal is verleng tot ‘n kwessie van weke of maande, 
weens die tyd wat dit neem vir die suprapubiese fistel om 
te sluit 

2. Transurethrale reseksie van die klier skyn 'n ideale 
metode te wees in gevalle waar die prostaat van die 
fibrotiese tipe en klein is, of in gevalle van blaasnek- 
sklerose of mediane riwwe. 

Nogtans, alhoewel dit blyk dat die klier klein is, of 
waar daar alleenlik ‘n blaasnek-vernouing teenwoordig is, 
kan 'n goeie en volledige reseksie nie onder 'n tydperk van 
45 minute gedoen word nie. Hierdie prosedure en die 
narkose vir die tydperk het in ou persone ‘n skokkende 
effek. Dan bestaan daar nog altyd die moontlikheid van 
perforasie of inkontinensie veral waar hierdie gevalle 
gedoen word deur persone wat nie eksperte in die tegnick 
is nie 

*n Groot persentasie van gevalle ontwikkel sekondére 
strikture van die urethra as gevolg van trauma, veroorsaak 
deur die resektoskoop tydens die reseksie. Ook post- 
operatief ontwikkel sommige gevalle ‘n striktuur by die 
blaasnek, alhoewel die reseksie in alle opsigte volledig was. 

Die morbiditeit is dikwels verleng weens die nekroti- 
sering van die weefsel wat intensief met die elektriese 
kouter behandel is tydens die reseksie, veral waar daar 
moeilike en ernstige veneuse bloeding van die kapsulére 
vate voorkom 

3. Perineale Prostatektomie. Alhoewel perineale pro- 
statektomie teoreties 'n goeie chirurgiese ingreep is, daar 
die operateur onder sig werk en bloeding goed kan beheer, 
dra dit ook onaangename komplikasies 

Die posisie op die operasietafel het definitief ‘n strem- 
mende invioed op die pasiéat. Werklike geoefende 
chirurgiese bekwaamheid sowel as intensiewe kennis van 
die anatomie van die perineum en 'n spesiale opgeleide staf 
en spesiale instrumente is van die uiterste belang by die 
aandurf van hierdie operasie. 

Ten spyte van die feit dat bogenoemde faktore wel 
teenwoordig is, en die operasie met die uiterste versig- 
tigheid en chirurgiese bekwaamheid gedoen word, vind 'n 
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mens dikwels dat ‘n persentasie van die pasiénte post- 
operatief ly aan tydelike inkontinensie vir ‘n kwessie van 
dae of maande. Hierdie toestand is vir die pasiént ‘n 
groter ergenis dan sy frekwensie en mocilike urinering, 
waaroor hy tog ‘n beheer gehad het. 

In ongeoefende hande is die resultate baie sleg en 
persisterende urethra-perineale fistels, rectum beserings en 
totale inkontinensie kom dikwels voor. 

Vergelyking. Die retropubiese prostatektomie is egter 
nie heeltemal vry van komplikasies nie. Twee gevalle in 
hierdie reeks het osteitis pubis ontwikkel na hulle ontslag. 
Hierdie toestand kan tans egter maklik verlig word en 
genees gewoonlik spontaan. 

Post-operatiewe bloeding vanaf die prostaatholte kom 
in ‘n baie klein persentasie van gevalle voor. Die bloeding 
is egter nooit van ‘n ernstige aard nie, behalwe vir die 
feit dat dit die pasiént mag ontstel. 
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Alhoewel bogemelde toestande soms_post-operatief 
voorkom word die meeste van die ongewenste komplika- 
sies wat tydens ander gemelde metodes voorkom, vermy 
met die retropubiese toegang. 

Weens hierdie feit is daar ‘n groter neiging in hierdie 
kliniek om gevalle wat voorheen beskou was as net ver- 
helpbaar, deur een van die ander metodes, tans retropubies 
te doen, daar die resultate so uiters bemoedigend is in 
laasgenoemde prosedure. 
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CLINICAL EXPERIENCES WITH SUCCINYLCHOLINE CHLORIDE 
A NEW ULTRA-RAPID RELAXANT 


F. W. Roserts, M.B., B.S. (Lonp.), D.A. (R.C.P. & S.), F.F.A.R.C.S. (ENG.) * 
General Hospital, Johannesburg 


The introduction of curare to obtain muscular relaxation 
was certainly, in the words of Gray, a ‘milestone in 
anaesthesia ’.' Having survived the test of time and the 
unjust blame for most of the complications of surgery, 
the method is now firmly established. 

The active principle of the crude curare of the South 
American Indians, d-tubocurarine chloride, is relatively 
expensive and stocks depend on a regular supply from the 
forests bordering the upper reaches of the Amazon. Any 
interruption in transatlantic trade would cut the supply 
at once. 

In England, therefore, and more recently on the con- 
tinent of Europe, since the acceptance there of modern 
methods of anaesthesia, there has been an intensive search 
for synthetic substitutes, yielding notably during the las' 
few years the Decamethonium compounds * and Flaxedil 

At the International Congress of Anaesthetists held in 
London in September 1951, and the meeting of anaesthe- 
tists in Paris later in the same month, a new relaxant 
Succinylcholine chloride attracted considerable attention. 

I have been fortunate in having had sent to me from 
Austria by the Osterreichische Stickstoffwerke enough of 
their product (Lysthenon) to conduct some preliminary 
clinical trials in this country. Lysthenon, which was known 
during the period of its preclinical pharmacological trials 
as M 115, is supplied in 5 cc. ampoules of 2%, solution, 
each ampoule containing 100 mg. of Succinylcholine 
chloride, 20 mg. per c.c. 

A British product, Scoline (Allen and Hanbury), has 
been very recently made available in 5% solution, or 
100 mg. in each 2 c.c. ampoule. 

In order to avoid confusion about dosage and, therefore, 
possible accidental overdosage, it would seem advisable 
to refer to all doses in mg. and not loosely as ‘so many 


* Anaesthetist, General Hospital, Johannesburg 


Succinylcholine chloride is given intravenously and 
produces neuromuscular block by depolarization. It is 
very rapidly destroyed and the duration of the effective 
muscular relaxation is therefore very limited. There is 
no antidote at present available, but if used with care, over- 
dosage is easily avoided and the speed of its normal 
destruction is its own safety measure. On no account 
must Prostigmin be used in an attempt to counteract its 
effects. Prostigmin is not an antidote to Succinlycholine 
chloride; on the contrary it prolongs its effect.' 

In normal clinical doses complete muscular relaxation, 
with apnoea and a wide open larynx, lasts about 3 minutes. 
Intermittent inflation of the lungs with oxygen is therefore 
necessary during this period to prevent anoxia. 

Muscular tone and spontaneous respiration return quite 
suddenly and the latter soon becomes adequate in depth. 
Five minutes after the injection the relaxant effect has 
entirely disappeared. 

During and shortly after the injection various muscle 
groups may be seen to twitch, especially in the face, neck, 
fingers and forearm. 


CLINICAL USES 


1. Endotracheal Intubation. A normal induction dose 
of Thiopentone is given. If a maximum of 3 times the 
dose necessary to produce unconsciousness is given, over- 
dosage resulting in respiratory depression or even apnoea 
from the action of the barbiturate will be avoided.’ As 
soon as the patient is unconscious a facepiece is applied 
and pure oxygen is administered. 

Succinylcholine chloride is then given in a dosage 
approximating to 0.5 mg. per Ib. body weight: - 

E.g. A child weighing 50 Ib. receives 25 mg. 

A woman weighing 100 Ib. receives 50 mg. 
A man weighing 150 Ib. receives 75 mg. 
With the onset of apnoea the lungs are inflated a few 
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Cortone 


(Cortisone Acetate of MERCK & CO., Inc.) 


increasing supplies available... 


Among the conditions in which oral or parenteral 
administration of Cortone has produced striking 


ORaAt: clinical improvement are: 
Coarone 

Acetate Rheumatoid Arthritis 
Tablets— and Related Rheumatic Diseases 
25 mg. each 

bottles of Acute Rheumatic Fever 


4o tablets 

Allergic Disorders 

Including Bronchial Asthma 

Inflammatory Eye Diseases 

Affecting the Deeper Ocular Structures 

Skin Disorders 

Notably Angioneurotic Edema, Atopic Dermatitis, 
Exfoliative Dermatitis, Including Cases Secondary 


PARENTERAL: 

to Drug Reactions, and Pemphigus 
Saline Su: tosus (bs 

(for use) Lupus Erythema (Early) 
Each cc. = 25 mg. Addison's Disease 


— vials of 20 cc 


Inflammatory Eye Diseases, 
Affecting the Anterior Segment 


Ophthalmic Suspension of Cortone Acetate, 2.5% 
—for treatment of the more severe indications and 
for initial therapy of any indicated condition that 
potentially might lead to permanent ocular damage. 
Ophthalmic Suspension of Cortone Acetate, 0.5% 
—for more superficial and less serious indicated 


conditions and for continuing treatment in severe 
Suspension eye conditions after preliminary therapy with the 
ot Corrone 2.5% strength has achieved the desired degree of 
Acetate improvement 

2.5% — 5 ec. vials, Ophthalmic Ointment of Cortone Acetate, 1.5%, 


05% —5 cc. vials 
Ophthalmic 


—for use in conjunction with either of the ophthal- 
erations. 

Gietenane a mic suspension preparations, or alone, depending 

Coatone Acetate: on the condition present, particularly useful for 

1.5% —3-5 Gm. tubes bedtime application. 


*Contone is the trade. 
mark for the Merck & EXPORT 


coriivone. This | MERCK (NORTH AMERICA) Inc. | 


stance was first made 


Manufacte 
Co 161 Avenue of the Americas, New York 13, N.Y., U.S.A. 


research and produc- 
hon. 


MULLER & PHIPPS SOUTH AFRICA (PTY.) LTD. 
Capetown * Durban * East London - Johannesburg * Port Elizabeth 


— 
FOR A GROWING LIST OF INDICATIONS 2 
= 
“Corton 
acervare 
4 
< 
4 
- 
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Male Hormone Therapy 


of choice 


Sublingual administration of 


PERANDREN 
*LINGUETS’ 


(Methyltestosterone 5, 10, 25 and 50 mg.) 


Maximal effectiveness 


and economy 


*LINGUETS’ cost no more than 
tablets and yet clinical results can 
be achieved with doses as low as 


one-half of the swallowed dose. 


| CIBA LABORATORIES LIMITED 


HORSHAM SUSSEX ENGLAND 


Sele Agents: South Africa 
Sana Lid., P.O. Box 3951, Johannesburg 


Geddes Lid., P.O. Box 877, Bulawayo 
& P.O. Box 1691, Salisbury 
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Crookes 


LACTALUMINA 


The palatable antacid 


©® Palatability is only one of the 
reasons why Lactalumina has won a 
supreme place for itself. 


@) Another is that its use is completely 
free from consequent alkalinity of the 
gastric contents or disturbance of 
acid-base balance. 

® Particularly recommended in the 
treatment of peptic ulcer. 


@ Effective for the medical manage- 
ment of renal phosphatic calculi (J. 
Amer. Med. Ass., 1950, /44, 1549). 
©® Lactalumina may be given to young 
and old alike. 


Available in bottles of 12 oz. and 80 oz. 


Literature providing full details of dosage on request to:— 
pisTRiBUTORS : B. P. Davis Ltd., P.O. Box 3371, Johannesburg 
THE CROOKES LABORATORIES LIMITED 
LONDON ENGLAND 
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times with oxygen by 
re-breathing bag. 

It is important that everything required is to hand and 
ready for use, and that no time is lost in unnecessary 
manoeuvres or belated preparations. The laryngoscope, 
already lubricated, is inserted, the cords are sprayed with 
Amethocaine 2%, and the endotracheal tube introduced 
and fixed in place without delay. 

In the earlier cases, when the optimum dose was being 
determined by gradually increasing from a minimum, 
underdosage sometimes occurred. Although jaw relaxation 
was adequate to perform laryngoscopy and the glottis was 
seen to be open, the cords were sensitive to stimulus such 
as spraying or attempted intubation. In such cases it is 
preferable to give a supplementary dose of Succinylcholine 
chloride to obtain complete glottic paralysis, rather than 
to persist with intubation which, at best, will result in 
violent coughing and may initiate unpleasant vagal cardiac 
reflexes. 

2. Bronchoscopy. 


manual compression of the 


The method outlined above has been 
very successful for diagnostic bronchoscopy, including 
biopsy and the collection of bronchial washings for 
cytological examination. No opportunity has occurred 
during the series for removal of foreign bodies. 

Succinylcholine chloride has proved most useful for 
immediate post-operative bronchoscopy after lobectomy 
in wet lung cases. 

The shortness of its action does not make it a suitable 
relaxant for the production of apnoea to obtain controlled 
respiration. At the end of such an operation, where 
Flaxedil or curare has been used, the anaesthetist has 
usually re-established adequate spontaneous respiration 
after closure of the thorax, and the anaesthesia is as light 
as possible. An early return of both consciousness and 
full muscular power is very desirable and Succinlycholine 
chloride offers the ideal means of allowing bronchoscopic 
toilet to be performed. 

Two patients, both young adult women, were given 
40 mg. each after being turned back into the supine 
position after ‘wet’ lobectomy, and this relatively small 
dose gave ideal conditions and adequate time to broncho- 
scope and aspirate any residue of secretions. Both 
patients were awake and breathing deeply 5 minutes after 
the injection of the relaxant. 

3. In Abdominal Surgery. The ultra-rapid excretion 
makes this drug unsuitable for use throughout prolonged 
operations, but it can be very useful for providing 
relaxation for the closure of the peritoneum. For this 
purpose a very small dose, e.g. 20 mg., may be adequate. 


The first part of the meeting consisted of a symposium on 
Coronary Insufficiency. Dr. R. G. F. Parker dealt with the 
etiology and morbid anatomy of coronary disease. While 
coronary insufficiency was a relative affair, the commonest 
cause of coronary arterial occlusion was atherosclerosis. He 
then dealt with the etiology of atherosclerosis, mentioned 


hypercholesteraemia and hypertension and went on to explain 
how organization of the 
exactly simulatin 
small thrombi o 


thrombus can produce a lesion 
atherosclerosis, and sought the etiology in 
the vessel walls. 


S.A. TYDSKRIF VIR GENEESKUNDE 


VERENIGINGSNUUS : ASSOCIATION NEWS 


ape WESTERN BRANCH: MEETING HELD ON 27 JuNeE 1952 


637 


An uncomplicated appendicectomy and a herniotomy 
can be given adequate relaxation by intermittent injections 
of small doses, e.g. 40 mg. to start the operation, 40 mg. 
to open the peritoneum and deliver the appendix and 
40 mg. to close, the only anaesthetic required being an 
induction dose of Thiopentone and maintenance with 
nitrous oxide. 

4. Manipulations. The excellent muscular relaxation and 
the rapid recovery make it the ideal relaxant for such short 
manoeuvres as reduction of dislocations and fractures and 
for manipulative surgery in general. 

5. Electro-Convulsive Therapy. The duration of 
relaxation necessary to prevent ‘spontaneous’ fractures 
during shock therapy is very limited and although curare 
and Flaxedil give adequate protection, their use often 
necessitates assisted respiration and careful supervision 
long after the treatment is finished. The ultra-short action 
of Succinylcholine chloride makes it the relaxant of choice 
for these procedures. 

6. Radiography in Unconscious Patients. Retrograde 
pyelography is sometimes difficult in anaesthetized patients 
who are unable voluntarily to hold their breath to give the 
necessary immobility. Provided the means of giving con- 
trolled respiration are at hand (a sine qua non in the use 
of any relaxant) Succinylcholine chloride can safely be 
used to give a temporary apnoea. 


SUMMARY 


Succinylcholine chloride, a new ultra-rapid muscle relaxant, 
gives perfect relaxation including glottic paralysis and 
apnoea for about 3 minutes. 

Provided the administrator has the necessary skill and 
apparatus to hand to counteract anoxia during the period 
of apnoea, it can safely be used whenever relaxation of 
short duration is indicated. 


I wish to express my thanks to the Osterreichische Stickstoff- 
werke for supplying the material to carry out these tests, and 
also to the various surgeons who have co-operated with me. 
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PF. and Row- 


Dr. A. Landau dealt with the medical aspects. Compen- 
satory circulation is a well-known feature of the coronary 
circuit. He drew the distinction between gradual and sudden 
occlusion and divided the types of insufficiency into acute 
transient, acute permanent and acute prolonged coronary 
insufficiency. In all 3 types the coronary arteries may be 
diseased or normal, the causes being extra-coronary or extra- 
cardiac. 

Dr. Jordaan then spoke on the surgical methods of relieving 
coronary insufficiency. He indicated 3 ways of increasing the 
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circulation of the heart wall: (1) inter-coronary; (2) extra- 
coronary and (3) obstruction of the coronary venous return. 
He reviewed the history of cardio-omentopexy and described 
briefly a new method of connecting the coronary and internal 
mammary circulations. 

At question time Drs. B. G. Shapiro, Nellen, Helman. 
Schrire, Landau and Jacob took part in the discussion and 
Mr. Walter Phillips gave an interesting view of the mechanism 
of production of cardiac pain, viz. the acute stretching of the 
pericardium with the afferent path along the phrenic nerve. 

The second part of the meeting was devoted to a discussion 
of the circular from the Secretary for Native Affairs on Medical 
Practice in Urban Native Locations. Dr. J. H. L. Shapiro 
was the main speaker. He stated that although it was wrong 
in principle for the Government to compete with private 
practice, in effect it was impracticable to give all doctors 
access to urban Native locations and, therefore, provided that 
we can be sure that local authorities provide an adequate 
service, it would be preferable so, and better for the Natives 
In practice, at present, it worked out at a virtual monopoly 
for the doctor allowed to practise in the location. 

The President pointed out that this policy amounted to a 
restriction on practitioners from practising in certain areas 
and we, as a profession, had a right to ask whether, in fact, 
the services provided by the local authorities were adequate 


GRIQUALAND West BRANCH 


Due to the illness of the President, Dr. N. Downes took the 
Chair. There were 18 members present. 
CLINICAL CASES 

Dr. J. D. Visser discussed two cases of carcinoma of the colon 

Dr. G. T. Tandy discussed and demonstrated a case of 
exomphalos, 

Dr. Garish discussed a case of double carcinoma 
colon. The operative specimen was shown 


of the 


PASSING 


Dr. Graham Hemming, of Weskoppies Hospital, Mrs 
Hemming and their three sons have left Pretoria for Pieter- 
maritzburg on transfer. 


Dr. and Mrs. C. H. H. Coetzee have left by air for 
Amsterdam where they will be met by their son-in-law and 
daughter, Mr. and Mrs. Vere Stock (of the South African 
Legation in Stockholm) who will accompany them on a tour 
of the Continent and Great Britain before they all go to 
Sweden 


Prof. S. F. Oosthuizen, Chairman of the South African Medical 
and Dental Council, has left Pretoria by air for Israel, where 
he has been invited to speak at Tel Aviv on the Union's 
medical and dental schemes. He will visit the United States 
and the Continent before returning to Pretoria early in August 


Prof. F. Forman, Professor of Medicine at Cape Town Univer 
sity Medical School, has left Cape Town for overseas on a 
6-months’ study tour. He is accompanied by his wife, Dr. G 
Selzer, Lecturer in Pathology at the Medical School, 
University of Cape Town They will visit Britain, the 
Continent and Israel 


Dr. M. L. Freedman, O.B.E., Director of Medical Services, 
Bechuanaland Protectorate. left for London by Comet on 
4 July on official duty During his visit he will attend the 
Commonwealth and Empire Health and Tuberculosis Con- 
ference, and will read a paper on Tuberculosis in the High 
Commission Territories. Dr. Freedman expects to return early 
in August, 
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and comprehensive. The danger was that a man appointed as 
a part-time employee of the local authorities would lay 
himself open to abuse of his position. 

The President moved that the meeting approve of the 
principle set out in the circular with the proviso that the 
Medical Association should be satisfied about the nature and 
adequacy of the service provided in each case. This was 
ome unanimously. It was agreed to report to Branch 
Council. 


Any Other Business: 


1. A letter was read from Dr. Boéres Wilson in which he 
drew attention to the formation of a General Practitioners’ 
Group at the next conference. 

2. Dr. J. H. L. Shapiro brought up the matter of further 
subdivision of the Cape Town Division. He thought that 
attendance at our monthly meetings was extremely poor and 
that a division into, say, Metropolitan and Southern Suburbs 
Divisions might encourage medical practitioners to attend more 
diligently. The President pointed out that this was merely 
another sign of the general apathy of the profession in their 
own affairs. Dr. Jacob thought that such development should 
not be forced and should be spontaneous, and the matter was 
then dropped. 

The meeting closed at 10.40 p.m. 


ETING HELD ON 26 June 1952 


Dr. L. Schrire discussed and demonstrated a case of persistent 
pupillary membrane which might have been mistaken for an 
intra-ocular foreign body. 

Dr. H. Lowenthal showed the angiographic plates of a case 
of thrombosis of the femoral artery. It was noted that the 
dye had spread centripetally. 


The meeting, after a general discussion of cases, terminated 
with a vote of thanks to the Chair. 


EVENTS 


Dr. Lazarus Been, District Surgeon, Port Elizabeth, has been 
transferred to Cape Town on promotion. He will assume 
duty in Cape Town as Assistant Health Officer 


Dr. I. Gordon, Senior Government Pathologist, Durban, left 
Johannesburg by air on 23 July 1952 on a visit to Israel and 
Great Britain. He expects to be back in the Union towards 
the end of September. 


Dr. A. B. (Ben) la Grange, second son of Mr. and Mrs. A. B. 
la Grange. and Miss Retseh Steyn, only daughter of Mr. Justice 
and Mrs. L. C. Steyn, were married at the Dutch Reformed 
Church, Riviera, Pretoria, on 28 June 1952 


The marriage took place recently in East London of Dr. Leon 
Albert and Miss Jean Barnett, of Ilford, England. 


The marriage took place on 4 July 1952 at the West End 
Synagogue, London, of Dr. C. R. Woolf and Miss L. Chanarin, 
both of Cape Town. 

ADVISORY BUREAL 


Empire Mepicat 


South African medical practitioners who are thinking of 
visiting the United Kingdom should get into touch with Dr. 
H. A. Sandiford. Medical Director of the Bureau, at B.M.A. 
House, Tavistock Square, London, W.C.1, so that all the 
facilities of the Bureau will be placed at their disposal. 

Medical practitioners will find the Bureau helpful in 
arranging accommodation as well as post-graduate courses of 
study. 


i | 
4 


2 Augustus 1952 S 


TYDSKRIFE 


British ENCYCLOPAEDIA OF MepDicaL PRactict 
The British Encyclopaedia of Medical Practice, Second 
Edition, Volume 9. Edited by The Rt. Hon. Lord Horder 


(Pp. 617 + 


Contents 1. Mouth 
Myasthenia Gravis 


xvi. 67s. 6d.) Durban: Butterworth & Co. 
Diseases 2. Mumps 3. Muscle 

Ayatonia Congenita. 6. Mycetoma 
Fungoides. 8. Myclomatosis. 9. Myiasis 10. Myopia i! 
12. Nails, Diseases of 13. Narcolepsy and Cataplexy 14 
Prolonged. 1S. Neck: Tumours and Other Morbid Conditions. 16 


Dise ases a 
Mycosis 
Myxoedema 
Narcosis, 
Negligence 


Professional. 17. Nematode Infections, Intestinal. 18, Nephritis and Nephrosis, 
Including Toxaemic Kidney (Bright's Disease) 19 Nerve Injury and 
Kepair 20. Neuralgia Trigem nal and Glossopharyngeal 21. Neuro- 
syphilis 22. Night-Terrors 23. Nose end Nasopharynx Diseases 24 
Nystagmus 25. Oedema 26 Ocsophagus Dise ases 27. Ophthalmople “3 
28. Orthopaedic Surgery, Diagnostic Measures + Ovary Disease 

Oxaluria 31. Oxyeephaly 32. Ozoena 3 Pa ain—Chinical 
44. Palate. Cleft, and Hare-Lip 3S. Pancreas, Including Fibrocystic 
Diseases %. Papilloedema 37. Paragonimiasis 38. Paralysis Agitans 
9% Paralysis, Period) 40. Parapsoriasis and Psoriasis 41. Parathyroid 
Gland Parotid Gland Diseases 43. Paternity, Disputed 


Diseases 42 
4 


44. Pellagra S. Pemphigus and Pemphigoids. 46. Penis and Scrotum 
Diseases 47. Peptic Ulcer 48. Perittoneum—Non-Inflammatory Diseases 
and Peritoneoscopy 49_ Peritonitis, Acute SO. Peritonitis, Tuberculous 
in Children Si. Peroneal Muscular Atrophy S2. Pharynx Diseases 
Phiebotomus Fever 54. Phosphaturia SS. Pineal Body, Tumours 56 
Pink Disease $7, Pinta. Index 


It is obviously impossible to comment upon every monograph 
within the scope of a necessarily limited review of such a 
comprehensive volume. 

The table of contents indicates the many practical topics 
surveyed in a thoroughly up-to-date manner. 

The section on Disputed Paternity makes it clear that the 
study of blood groups has passed beyond the scope of the 
amateur. The modern interpretation of the significance of 
such complicated blood group systems as Rh, Lutheran, Kell, 
Lewis, Duffy, Kidd, etc.. are definitely within the province 
of the expert, but the account given in this volume should be 
a useful guide to the average physician who needs in addition 
to be informed about many of these blood groups for other 
than medico-legal purposes. 

The variety of subjects dealt with makes it clear once again 
that this encyclopaedia will be a most valuable reference source 
for the general practitioner who, after all, is called upon to 
tackle in the first place many of the problems which admittedly 
he may have to pass on to those whose interests are more 
specialized. 


Simpson's FoRENSIC MEDICINE 
Forensic Medicine. By Keith Simpson, M.D. (Lond.). 
(Pp. 344 + viii, with 131 figures. Second edition. 21s.) 
London: Messrs. Edward Arnold & Company. 1952. 


Contents 1. Forensic Medicine 1. Signs of Death 2. Changes after 
Death 3 Identification 4 Blood-Stains 5 Types of Injuries and 
Wounds 6. Fire-Arm Wounds 7. Asphyxia 8. Regional Injury 9 
The Ultimate Effects of Injury 10. Natural Disease and Trauma 1 
infanticide 12. Abortion 13. Sexual Offences 14. Legal Procedure 
1S. The Medico-Legal Autopsy and Evidence 16. Medical Ethics 17 
Medico-Legal Aspects of Insanity 

il. Texicology 18. Laws Regulating Sale of Poisons 19. General Facts 
about Poisons. 20 Corrosive Poisons. 21. Irritant Poisons. 22. Hypnotic 
and Narcotic Poisons 23. Deliriant Poisons 24. Convulsant Poisons 
25. Paralytic Poisons. 26. Abortifacient Drugs. 27. Gaseous and Volatile 
Poisons, 28. Gaseous and Volatile Poisons. 29 Poisoning by Plants, Flora 


and Fungi Index 


Dr. Keith Simpson's useful, practical manual, after having been 
reprinted twice, has now reached its second edition. In the 

years since this volume was first published, it has 
undoubtedly met satisfactorily the nceds for which, as a book 


of more limited volume and scope, was written, viz. to suit 
the requirements of the medical student, the average 
practitioner and the C.1.D. officer 


It is a useful manual and although not as comprehensive a 
reference source as such books as those of Smith and Glaister, 
it remains a very practical contribution worthy of the attention 
of the District Surgeon and those forensic pathologists con- 
cerned with teaching. But it is unlikely that Dr. Keith Simpson 
will be able to prevent his volume from growing in quantity 
and quality, as succeeding editions appear Any medical 


practitioner who reads through this volume will undoubtedly 
be assisted in the difficult task of giving his expert testimony 
in simple and clear language. 
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Dr. Keith Simpson's views on injuries to the body after 
death are set out very clearly and succinctly, and his observation 
that the blood in the cadaver may remain fluid for some time, 
indeed may never clot at all, should be brought to the atten- 
tion of those forensic pathologists who still believe in the myth 
that the liquidity of blood post mortem bears any relation to an 
asphyxtal cause of death. This view, however, appears to be 
contradicted on p. 86, where the hoary error is perpetuated 
in the statement that the blood is likely to remain Ruid longer 
in asphyxia 

It is also unlikely that the statement about the determination 
of female blood (pp. 23 and 41) from the presence of shed 
endometrial cells will receive any considerable support from 
pathologists 

No attention is paid to the considerable way in which sex 
alters the time of appearance of the ossification centres and, 
even for the purpose of instructing the police, it is too dog- 
matic to assert that hairs are identical. They should never be 
described as being more than closely similar 

The concept is also perpetuated (on p. 83) that asphyxia 
per se is a pathological entity, recognizable from post-mortem 
signs alone. Modern forensic pathologists are far less dog 
matic on this point. There is much to be said for Gordon's 
analysis of asphyxial signs into the basic signs of circulatory 
failure to which may be added the special (local) signs, e.g. of 
throttling, hanging, strangling, drowning, etc. There is little 
to support the view that the modern pathologist can, like a 
Roman augur, inspect the entrails and conclude from such 
visceral observations that death was necessarily due to a 
mechanical obstruction of the airway connoting asphyxia to 
the mind of a magistrate. 

Despite these criticisms, Dr. Keith Simpson's textbook is a 
useful addition to contemporary forensic literature, and should 
be of great practical value to those for whom it is intended. 


SURGICAL 


Atlas of Histologic Diagnosis in Surgical Pathology. By 
Karl T. Neubuerger, M.D.. with a section on Exfoliative 
Cytology by Walter T. Wikle, B.S.. M.S.. M.D. Pp. 460 


PATHOLOGY 


+ x, 880 figures. 84s.) London: Baillitre, Tindall & Cox. 
951 

Contents: |. Introduction. 2. Skin and Subcutaneous Tissues 3. Lymph 
Nodes. 4. Spleen 5S. Muscles and Fasciac 6 Bones, Joints and Bursae 
7. Nose and Paranasal Sinuses 8. Larynx and Trachea % Bronchi and 
Lunes 10. Pleura Thymus 12. Thyroid 13. Parathyroids 
Branchiogemc Lesions 18. Carotid Body 16 Oral Cavity 17. Salivary 
Glands 18 Tonsils 19. Esophagus 20. Stomach 21. Intestines 22 
Appendix 23. Peritoneum, 24 Liver. 25. Gall Bladder 26. Pancreas 
27. Adrenals 28. Kidneys and Ureters. 29. Urinary Bladder and Urethra 
w Prostate 11. Male Genitalia Except Prostate 32. Uterus 33. Fallo 
pian Tubes 4. Ovaries Vagina and Vulva %. Breast 7 
Meninges (Cerebral) 38 Brain 19. Spinal Cord and Spinal Meninges 
40. Pituitary 41. Peripheral and Sympathetic Nervous Systems, 42. Blood 
Vessels. 43. Frye 44 Ear 

Exfoliative C\vtology 1. Vaginal Tract 2 Respiratory Tract 
Gastrointestinal Tract 4 Urinary Tract S. Body Fluids. Supplement 
Index 
This book deals very successfully with the characteristic 
histological features of the common diseases, but it also 


includes some of the rarer conditions. It is essentially an 
Atlas of Surgical Pathology. A brief description of the basic 
features accompany the excellent photomicrographs. There is 
no discussion of the diseases demonstrated or of the difficulties 
that may arise in histological interpretation. These have no 
place in a book of this type. 

Although most of the pictures are clear and the pertinent 
features easily recognizable, some unfortunately are less satis- 
factory For example Figure 10 depicting * precancerous” 
epithelial proliferation would probably be more convincing had 
a greater magnification been used. In Figure 24 the fungus 
colony is not recognizable as such—the thread-like peripheral 
protrusions are not obvious. In Figure 801 of periarteritis 
nodosa it is not easy to pick out the vascular wall—a less 
florid lesion would have shown this more clearly. Thus, 
although there are occasional renee about which 
one may quibble, the over-all standard is high and many 
pictures are superb, examples of the diseases illustrated having 
been well chosen and beautifully produced 
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Dr. Neubuerger shows tumours varying in their degree of 
differentiation and anaplasia, but he has wisely refrained from 
grading the tumours, a procedure which varies from one school 
to another. His terminology, too, is one in common universal 


use. 

A useful addition to the book is Dr. Wikle’s chapter on 
Exfoliative Cytology. 

One found the Aflas instructive and helpful. It leaves a 
clear imprint of the diagnostic features dealt with. The 
publishers, too, must be congratulated on the high standard 
attained. It is a pleasure to read a book in which such a fine 
quality of paper has been used. 


THe Nationat Formutary 1952 


The National Formulary 1952. (Pp. 196. 4s. 6d.) 
London: The Pharmaceutical Press. 


In this handbook, compiled by representatives of the medical 
and pharmaceutical professions, formulae are given for 
prescriptions that are accepted because of experimental 
investigation, or the frequency with which they are used, or, 
in a few instances, because of tradition. English titles are 
given as well as the Latin names for official drugs and approved 
names for other drugs that may become official. Items are 
not included for which there is no pharmacological justifica- 
tion and preparations containing heroin are excluded; heroin 
has been outlawed in many countries. Special attention has 
been paid to palatability of mixtures for infants. 

There are useful notes on many groups of drugs, a pharma- 
cological classification of preparations, preparations for use in 
tropical diseases, a list of proprietary equivalents, and a table 
of doses of potent drugs. Prescribers, including students at 
their own clinics, and pharmacists will welcome this book 


Natural CHILDBIRTH 


Understanding Natural Chidbirth: A Book for the 
Expectant Mother. By Herbert Thoms, M.D., in col- 
laboration with Laurence G. Roth, M.D., with a picture 
story by David Linton. London: Staples Press Limited. 


South African irre J. Romyn, P.O. Box 613, 


Cape Town. 
Contents: 1. Introducing Natural Childbirth. 2. The Father and Natural 
Childbirth 3. A New Assessment of Childbirth. $ 
The Symptoms and Characteristics of Pregnancy 
7. The Exercises. & The Nature of Labor. 9. 


Labor. 10. The Role of Doctor and Nurses ot. 
the Baby Is Born 12. Rooming-in. Conclusion: A ord About Parent- 


This is an English edition of an American book which we 
commended in our review columns last year on 24 March. 

A number of the illustrations agecneed as a photographic 
ony on the subject of natural childbirth in the American 
weekly magazine Life 

Many additional pictures have been added in this volume 
which should be read by the expectant mother, as it will give 
her that necessary knowledge which means power indeed during 
the hours of labour. 


Manic-Depressive STATES 


Manic-Depressive Psychosis and Allied Conditions. By 

Leopold Bellak, MD. (Pp. + xiii, $9.75.) New 

York: Grune & Stratton, Inc. 1952. 
Contents: Part I. Manic-De sive Psychosis. 1 
tion. 2. Vital Statistics . Btiology 
Psychopathologic Studies. 6. Diagnosi Symp 
Depressive Psvchosis in Childhood. 8. Treatment. 
Sequelae. 10. Prognosis. 11. Prevention. 

Pert il Allied Conditions 12. Psychotic Reactions to Pregnancy. 
13. Involutional Psychoses. 14. Reactive Depressions. 15, Depressions of 
Old Age 16. Suicide. Bibliography. Index 


This book should be studied and not merely read by all 
psychiatrists and, above all, by students for a post-graduate 
degree in psychiatry. The author states in his preface that it 
is a summary of the literature on manic-depressive psychosis 
and related disorders. It is actually much more. He 
expresses his own opinion on many occasions very lucidly and 
soundly. He has more than succeeded in his aim to arouse 
the individual student and to arouse doubt about certain fixed 
dicta of the past. 

This book gives much food for thought. It should be a 


Definition and Descrip- 
4. Physiopathologic Studies $ 
and S$ logy. 7. Manic- 
9%. Complications and 
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book for repeated reference; not one to be read and set aside 
in the cupboard. The Seerete presented is very extensive 
and is most useful and valuable to any student of the subject. 

The subject matter is presented in a most palatable manner 
and in such a way that one’s interest, once aroused, never flags 
throughout the reading. 
_ This work is highly commended to all who have an interest 
in psychiatry. 

PRACTICAL PROCEDURES 


Practical Procedures. Edited by Sir Heneage Ogilvie, 

D.M., M.Ch., F.R.C.S. and William A. R. 
Thomson, M.D. . 380. 25s.) London: Eyre & 
Spottiswoode. 1952 


Contents: 1, Plaster-of-Paris Technique. 
Minor Surgical Affections of the Skin. 
5. Local Anaesthesia in Minor Surgery. ‘ 
7. Catheters and the Avoidance of Urinary Tract Infection. 
cision. 9. Clinical Examination of the Urine. 10. Examination of the 
Rectum. Ii. Enemas 12. Practical Procedures in Gynaecology. 13 
Hormone Implantation Therapy. 14. Examination of the Throat and 
Larynx 15. Syringing the Ear 16. Practical Procedures in Ophthal- 
17. Pleural Aspiration: Indications and Technique. 18. Lumbar 
The Administration of Penicillin and Streptomycin 20 
of Biopsy. 21. The Value and Interpretation of Blood 
notes on Technique. 22. Indications and Technique for 
23. Ad tration of Fluids. 24. The Estimation of 
Blood Pressure and its Relation to Life Assurance. 25. The Measurement 
and Significance of Gastric Secretion. 26. Immunization and Vaccination 
27. The Di and T of P 


This is a second (revised) edition of the book first published 
in 1938. The itioner will welcome the detailed account 
given for practical procedures indicated in the list of contents 
above. It is a criticism of medical teaching and training that 
this book should be written for practitioners. 

The techniques described should be studied and most of them 
performed by students and interns. There are 99 Figures to 
assist in the understanding of the procedures. Only a few 
points can be mentioned in a brief review. There is repeated 
emphasis on the proper sterilization of syrin and needles. 
The account of the correct administration of fluids in water 
depletion and salt depletion is based on the well-known work 
of Marriott. The chapter on hormone implantation therapy 
is authoritative. BCG vaccination is considered, and favoured. 
Details are given regarding the uses of local anaesthetics in 
various procedures. Circumcision for infants and more 
elaborately for adults is well described and illustrated. 

This book, written by experts, will be of service to doctors 
who practise more than mere prescribing. It should actually 
be in the recommended list of books for undergraduates. 


8. Circum- 


Statistics ror THE Doctor 


Statistics for Medical and Other Biological Students. By 
L. Bernstein, B.Sc., M.R.C.S., L.R.C.P. and M. Weatherall, 
M.A., D.M., B.Sc. (Pp. 180 + xii. 18s.) Edinburgh 
and London: E. & S. Livingstone Limited. 1952. 

Use of Mathematical Symbols. 1. The Basis of Scientific 

Method. 2. Probability . Observed Frequency Distributions. 4. Theo- 

retical Frequency Distributions. 5. Averages. 6. Measures of Scatter. 7 

8. Chance Differences 9. Chance Differences (continued) 
ion. 11. Correlation. 12. Transformations. 13. Analysis of 

Variance. 14. Experimental Design. 15. Therapeutic Experiments 16. 

The Interpertation of Observations 
Appendix A Biological Normality Appendix B. The Choice of 

Statistical Tests. Refi . Supp y Tables. Index. 


This is a useful book for those of us who realize the need to 
appreciate the application of statistical methods to modern 
medical research. 

Dr. Bernstein is senior lecturer in physiology and Dr. 
Weatherall is senior lecturer in pharmacology on the staff of 
the London Hospital Medical College. They are therefore well 
qualified to appreciate the problems created by contemporary 
clinical research investigations. 

To-day medical progress, especially in the 
sphere, is increasingly dependent ng elaborate analysis 
which requires statistical checking. medical practitioner 
can no longer afford not to have a nodding acquaintance with 
the important principles involved, because without them he 
cannot make a rational assessment of much current research. 

The authors have set out to make the subject ‘ intelligent 
to students of other biological sciences and to any intelligent 
lay man’. y are to be congratulated on the success with 
which they have achieved this object. 


Contents: 
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... factor of growing importance 
Three independent workers, Wetzel, Chow and Salmi, have 
demonstrated the effects* of vitamin B,. by mouth on under- 
nourished and hospitalised children... and the introduction of 
Cytacon Tablets has helped to put these findings into practice. 
Now Glaxo intoducee CYTACON LIQUID, which presents 
pure crystalline B,. in a pleasantly flavoured, sweetened liquid. 
This form of oral B,. appeals to those who need it most: 


children who do not eat well, who fail to put on the weight 
they should, who fail to thrive. 


CYTACON LIQUID 
Trade Mark 
25 micrograms vitamin B,, per drachm 
* increa.ed alertness 


Bottles of 6-oz. 
CYTACON TABLETS REMAIN AVAILABLE 
* sharvened appetite 


weight gain 


improved physical development 
GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 9875, JOHANNESBURG 
Agents: 


Menley & James (Col.) Ltd., P.O. Box 784, Port Elizabeth 
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PALATABLE... 
AND READILY ACCEPTED 
BY CHILDREN 


K.L.U. 
For the persistent Cough + ~ 
The sedative expectorant RU Pp 


cough syrup for adults 
and children 


A SOUTH AFRICAN PRODUCT 
PREPARED BY 


SAPHAR LABORATORIES LIMITED 


P.O. BOX 256, JOHANNESBURG 
P.O. BOX 568, CAPE TOWN _s—wP.O.. BOX 2383, DURBAN _s—~wP.O.. BOX 789, PORT ELIZABETH 


You have the ved 
ae need with this 


RADIOGRAPHIC RULE OF THREE 


The SPEED you need is yours when film, screens, and chemicals Use ‘KODAK’ 
bear the Kodak label. Then, because these products are made to X-RAY FILM 
work together, the radiographer is assured the utmost in speed 
in every step, from initial exposure to final processing . 

and the maximum diagnostic value. 


Expose with 
*KODAK" SCREENS 
KODAK PRODUCTS FOR RADIOGRAPHY 
Blue Brand and ‘Kodirex’ X-ray Films . . . ‘Flurodak’ 
and ‘Fluropan’ Films for mass miniature radiography 
. . « High Definition and Ultra Speed X-ray Inten- 
sifying Screens . . . Exposure Holders . . . X-ray 
Developers, Developer-Replenishers and Fixers . . . 
Processing Units and Drying Cabinets . . . Safelight 


Lamps . . . Hangers, Thermometers . . . Film Corner SA 
Cutters . . . Illuminators. : 


Process with 
‘KODAK’ CHEMICALS 


JOHANNESBURG DURBAN 


*KODAK’ is a registered trade mark. 
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THe Penicituin Decape 


Penicillin Decade: 1941-1951. By Lawrence Weld Smith, 
M.D. and Ann Dolan Walker, R.N. (Pp. 122.) Washing- 
ton: Arundel Press Inc. i951. 


ontents 1. A Report of Sensitizations and Toxicities. 2. Urticaria 

Contact Dermatitis 4. Allergic Reactions S. Serum Sickness 6 
Anaphylaxis 7. Exfoliative Dermatitis 8. Ophthalmic Reactions 9 
Oral Reactions 10. Aerosols ll. Beeswax-Oil Preparations 12. Aborti- 
facient 13. Obstetrical Reactions 14. Pediatric Problems 1S. Renal 
Irritation. 16. Central Nervous System Changes. 17. Spinal Cord Involve 


ment 18. Jarisch-Herxheimer Reaction 19. Miscellaneous Reactions 
20. Antibodies. 21. Blood Studies 22. Resistance, Bacterial. 23. Con 
clusions 24. Bibliography 


One of the remarkable features about Penicillin is its negligible 
toxicity, yet its ability to produce sensitization reactions, 
especially from local skin application, has been stressed from 
authoritative quarters. A great number of reactions, serious 
and even fatal, has been attributed to Penicillin. 

In this book the authors have assembled abstracts of 
numerous articles dealing with untoward effects produced by 
Penicillin and reveal a startling incidence of allergic reactions 
attributed to the drug The trend of certain organisms, 
especially staphylococci, to acquire resistance to Penicillin is 
also emphasized. 

This is a handy volume for reference to the toxic reactions 
reported from the use of Penicillin. 


How To Prepare «a SCIENTIFIC PAPER 

The Scientific Paper: How to Prepare It; How to Write 
It: A Handbook for Students and Research Workers in all 
Branches of Science. By Sam F. Trelease. 2nd ed. (Pp. 
163 + xii, with 8 figures. 20s.) London: Bailliére, Tindall 


& Cox. 1951. 
Contents: 1. The Research Problem 2 
Form and Usage 4. Tables 5 
7. Proofreading Bibliography 


Writing the Paper 3. Good 

Hlustrations. 6. Prepublication Review 
Index 
Although much in this book is a statement of the obvious, it 
remains an extremely useful guide to the burgeoning but 
perplexed writer 

It is unlikely that there will be universal agreement with 
many of the editorial conventions recommended by the author; 
but there can be little doubt that any one who follows the 
advice given is likely to produce a manuscript which will 
receive sympathetic as well as patient consideration. 

One remarkable instruction occurs consistently throughout 
the book and is in conflict with the advice given in the World 
List of Scientific Periodicals. This is the abbreviation for the 
Journal of the American Medical Association, which is given 
as Amer. Med. Assoc., Jour. This kind of advice can only 
make confusion (in the matter of citation of journal titles) 
even more confounded 

It is also surprising that the author has not included in his 
bibliography that classic little book on the preparation of 
scientific papers by Dr. Morris Fishbein (formerly Editor of the 
Journal of the American Medical Association) entitled Medical 
Writing, and published by the Blakiston Co. 


IMPORTANT REPLEXES 


The Clinically Important Reflexes. By Dr. Med. Friedrich 
Wilhelm Bronisch. (Pp. 88, with 49 figures. $4.75.) New 
York: Grune & Stratton. 


Contents 1. General Remarks. 2. Cranial Nerve 
Extremity Reflexes. 4. Lower Extremity Reflexes. § 
and Anal Reflexes. 6. Muscle Tone Regulation. 7 
8 Fundamental Neurologic Bibliography Index 


The idea behind this book is a good one. It is to provide in 
a small compass a discussion on the various reflexes which 
are of importance in clinical medicine and to illustrate how 
these reflexes should be elicited. In this object the author has 
succeeded. All the important reflexes are mentioned and 
described and the mode of their elicitation illustrated. The 
instructions are clear and precise and the illustrations adequate. 
By the use of red and black arrows it is easy to see the 
stimulus which is applied and the response which is to be 
anticipated. There is also brief mention of the reflex arc 
which is operative, as well as reference to important 
bibliography. 


Reflexes 3. Upper 
Thoraco-Abdominal 
Autonomic Reflexes 
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The title is a litthe misleading, since many unimportant 
reflexes are discussed as well as the clinically important ones. 
A more serious criticism is the cost of this book. If 1 could 
be sold at a reasonable price it would be a worth-while 
purchase by every student of neurology. At its present price 
a student who watches his pennies can find better value for 
his money 


CONYBEARE'S MEDICINE 


Textbook of Medicine. Edited by Sir John Conybeare, 
A.B.E.. M.C., D.M. (Oxon.), F.R.C.P. and W. N. Mann, 


M.D. (Lond.), F.R.C.P. Tenth Edition. (Pp. 912 + xvi, 

with 31 illustrations. 37s. 6d.) Edinburgh and London: 

E. & S. Livingstone Limited. 1952. 
Contents 1. Infectious Fevers 2. Infective Diseases 3. Tuberculosis 
4. Venereal Diseases S. Tropical Diseases 6. Helminthic Diseases 
7. Diseases of Infants 8. Powonmgs and Intoxications 9%. Disorders 
of the Endocrine System 10. Diseases of Metabolism 1}. Diseases of 
the Blood, Lymphatic Glands, and Spleen. 12. Diseases of the Alimentary 
Canal 13. Diseases of the Liver, Gall-Bladder, Pancreas and Peritoneum 


14. Diseases of the Cardio-vascular System. 15. Diseases of the Respiratory 


System Io. Renal Diseases 17. Affections of the Joints and Bones 
18. Diseases of the Nervous System 19. Psychological Medicine 20 
Common Diseases of the Skin Appendices 


In the preface to the first edition of this book it was stated 
that the aim of the book was to provide within as small a 
compass and at as low a 1, as possible, the essentials of 
medicine. This purpose this book has fulfilled. The fact 
that it has now reached its tenth edition in 23 years shows 
how adequately it has achieved its object and how popular 
the book has become. Many generations of undergraduates 
must have learned the essentials of medicine from it and there 
can be few medical schools in the English-speaking world which 
do not list it amongst their recommended books for the study 
of medicine. 

t is a book for the average student. It contains all the 
essential facts about the pe ten disease syndromes but 
studiously avoids all controversial issues. No attempt is made 
to present a variety of viewpoints and the student is given a 
simple, direct statement about the conditions described. Where 
difference of opinion exists about any particular subject, the 
orthodox views are expressed. For the student who wants to 
learn enough medicine to pass the examination; for the prac- 
titioner who wants a modern dissertation on a disease process, 
this book will be adequate. It will not suit the student who 
has an inquiring mind and who tries to understand the less 
‘orthodox’ views in medicine or who wishes to explore as 

et incompletely proven hypotheses. It will be inadequate 
or the post-graduate student. 

All the contributors are accepted authorities in the fields of 
medicine of which they write. The book is up to date, 
accurate, well produced and, by to-day’s standards, moderately 
priced. It is bound to receive a warm welcome and to be as 
popular as all the previous editions have been. 


HUMAN ANATOMY 


Atlas of Human Anatomy By Franz Frohse, Max 
Brédel and Leon Schlossberg. Explanatory Text by Jesse 
Feiring Williams, M.D. New Edition, augmented by the 
addition of a section of the Endocrine Glands, Mlustra- 
tions by Leon Schlossberg and Descriptive Text by Charles 
F. Geschickter, M.D. (Pp. 88, with 71 illustrations, printed 


in & colours. 16s.) London: George Allen & Unwin 
Limited. 1952 
Contents. 1. Introduction 2. Human Anatomy 3. Atlas of Human 
Anatomy 4. The Endocrine Glands. Selected Bibliography Index 


This is a revised edition in pocket size which reproduces the 
magnificent Frohse-Brédel wall charts, for the most part in full 
colour. There are also several other important additions, e.g. 
colour charts of the endocrine system, together with 
explanatory text 

There is an adequate amount of explanatory text which can 
be followed by the literate reader of average education, and 
the volume will, therefore, be of great value to the student 
of First Aid and Home Nursing. It also fulfils a definite and 
useful role for the undergraduate student of anatomy and 
physiology. 

The colour reproductions are amongst the most magnificent 
we have ever seen and comprise works of art which make the 
book a desirable possession on that score alone 


= 
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MALARIA 


Malaria. By Paul F. Russell, M.D., M.P.H. (Pp. 210 
+ xi. 35s.) Oxford: Blackwell Scientific Publications. 
1952. 


Contents: |. 


Introduction. 2. Pt dia. 3. Patholog 
and Therapy 4. Anophelines $ pidemiology 6 
Control, 7. Bibliography. Inde 


The monograph attempts to present the principles of 
malariology in approximately 200 pages. This explains the 
very ckhetehy treatment of the pathology, clinical course and 
treatment of the disease. Most of the monograph is devoted 
to the vector, epidemiology, and prevention and control, and 
this publication will therefore be of more interest to the 
hygienist than the clinician. 

The antimalarial drugs are listed and dosage, efficacy and 
toxic effects detailed. here is no drug which will result in 
complete or so-called radical cure. Where complete recovery 
occurs immune reactions supplement the drug. 

Chloroquine (aralen, resochin, resoquine, etc.) is considered 
the most efficacious of all, both in therapy and as a suppressive. 
Camoquin has similar properties to chloroquine. Chlorguanide 
(paludrine, etc.) renders falciparumgametocytes non-infective 
to mosquitoes, but the parasites tend to develop an immunity 
to the drug Quinacrine (mepacrine, atebrin), quinine and the 
8-aminoquinolines are also described. These 3 should be 


Clinical Course, 
E Prevention and 
8. Table of Equivatents x 
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avoided in blackwater fever, and the last are especially 
relatively toxic. 

A point is made that, in an emergency in the treatment of 
malaria, where oral medication is impossible and no parenteral 
drug is available, 1-2 gm. of quinine sulphate mixed with 
starch to a thin pate may be administered per rectum. 

The habits of the vector are dealt with in some detail. It 
is not generally known that A. gambiae may be collected 3-4 
miles from its breeding place, and A. funestus has been shown 
to fly as much as 4.5 miles. ‘The males and females of each 
species appear to have distinctive tonal emanations which 
might be useful in classifying doubtful species. The re-broad- 
cast call of a single female will cause the males of the same 
species to burst into an answering chorus’—apparently an 
expression of Man's intelligence over that of the lower animals. 

Chemicals used for residual sprays and their formulae are 
listed in detail—-DDT, TDT, Methoxychlor, Benzene hydro- 
chloride, Lindane, Chlordane, Aldrin, Dieldrin, Chlorinated 
Camphene, etc. The techniques for distributing these sprays 
and thermol aerosols are oa. 

The monograph inclu 4 ges of measurements and 
equivalents, including items such as ‘100 links = 1 chain 
= 66 feet = 22 yards = 4 rods = 20.11684 m.’, and ‘27 cubic 
feet = 1 cubic yard = 0.76455945 m*® (U.S.); 1 cubic yard 
(British) = 0.76455285 m*’*. Together with the sections on 
prevention and control the items in these 4 pages differ from 
the rest of the monograph in not being brichy stated. 


CORRESPONDENCE 


CicaTRiciaL EcTropion 


To the Editor: Permit me to comment on Cicatricial 
Ectropion: Its Plastic Repair by means of a 3-stage procedure, 
using a tubed pedicle graft from the forehead, published in 
the Journal of 28 June 1952. 

The surgical treatment of cicatricial ectropion has, at least 
for the past decade, been standardized. After excising all scar 
tissue the skin loss is replaced by free grafting, either split 
skin (Thiersch) or preferably full thickness (Wolfe). The graft 
is then sutured with fine ophthalmic silk to the skin edges of 
the raw area. Sometimes, where there has been no significant 
skin loss, it is possible, after resecting the scar tissue, to 
re-suture after undermining the adjacent skin. These 
procedures are simple and results sure and pleasing, both from 
a functional and cosmetic standpoint. is is the accepted 
practice among surgeons to-day. 

A correct plastic diagnosis gives the key to the correct 
method of treatment. rom t photographs it is evident 
that there is no loss of the whole thickness of the lid, the 
lid margin is unbroken, the tarsal cartilage intact and there 
is no lack of conjunctiva. Once the scar tissue has been 
excised and the lid released and re-positioned, all that is 
missing is skin. This is the usual position found in 
cicatricial ectropion and the photographs reveal a state of 
affairs by no means uncommon. 

Free grafting is the method of choice, where there is 
significant skin loss in the eyelids.' At a discussion on plastic 
repair of the eyelids held during the Sixty-fifth Session of the 
Ophthalmological oy of the United Kingdom in May 1945, 
this was the view held by all who participated, and these 
included many leading ophthalmic and plastic surgeons.” 
They all favoured free grafts to replace skin loss in cicatricial 


ectropion 

“The aim of ophthalmic plastic surgery is to correct defects. 
Scar tissue is the cause of the cosmetic defects in most cases. 
One is unwilling to add new scars to those already present 
through the use of pedicle flaps; for this reason alone free 


skin grafts should be used wherever possible."* These are the 
views of Spaeth, whom the authors of the article in the 
Journal surprisingly add to the references at the foot of their 
paper! According to Oldfield* the correct treatment of 
cicatricial ectropion is by means of a razor or a Wolfe graft: 
local flap operations are bad, except perhaps Imre’s rotation 
and advancement in elderly persons, and Tripier’s double 
pedicle transposed ‘ bucket-handle’ flap from the upper to 
the lower li But such a method is not applicable to the 
upper lid 


More elaborate methods are required where there is loss of 
the full thickness of the lid. This is rarely found in cicatricial 
ectropion, but is seen in war wounds and in destruction by 
neoplasms and after their surgical removal. Here pedicle fla 
are often unavoidable. The flap usually favoured is ¢t 
fronto-temporal one, because of the excellent blood supply 
from the superficial temporal artery, and not from the ad 
head. But in any case tubing a pedicle graft, owing to the 
close proximity of the flap to the lid, is fortunately rarely 
necessary in the repair of lid defects. As Stallard*® says: ‘In 
plastic surgery around the eyelids and orbit it is generally 
possible to transpose the pedicle directly to its bed.... Lo 

dicle grafts are seldom necessary. Their disadvantage is 
oth functional and cosmetic. . . . In preparing the graft 
more scars are made on the face when the pedicle is taken 
from adjacent skin.” The truth of the last statement is obvious 
from a mere glance at Fig. 3. 

In a structure so delicate as the eyelid, anything short of a 
perfect repair, anatomically, functionally, and cosmetically, 
ay look grotesque. I am afraid the authors have used a 
sledge-hammer to swat a fly. 


REFERENCES 


. Matthews, D. N. (1946): Surgery of Repair: Injuries and 
Burns, 2nd ed., p. 253. Oxford: Blackwell. 

. Transactions Ophthal. Soc. U.K. (1945): 44, 68. 

. Spaeth, E. B. (1944): Principles and Practice of Ophthalmic 
He 263. London: Henry Kimpton. 

. Oldfield, M. (1947): Lecture at Royal College of Surgeons. 
England, delivered on 20 January. 

5. Stallard, H. B. (1946): Surgery of the Eye, pp. 84, 85. 
Bristol: John Wright & Sons, Ltd. 


S. Abel, F.R.C.S.. D.O.M:S. 
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To the Editor: 1 feel that the article on cicatricial ectropion 
in the Journal of 28 June 1952 should not be allowed to pass 
without one or two remarks of mild criticism. 

In this paper a case was described whereby an ectropion of 
the right upper eyelid was treated in 3 stages by means of a 
pedicle graft from the forehead. No plastic surgeon would 
carry out an operation of this sort any more than a dress- 
maker would utilize shoe leather to patch a silk garment. 
Forehead and eyelid skin are completely different, both 
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morphologically and functionally. The final photograph 
illustrating the article confirms this. 

Most plastic surgeons would utilize a free-graft for the 
—e This procedure, which is simple and quick, has the 

st cosmetic appearance and is functionally perfect. Far 
from being an area where ‘the risk of non-takes is high’ it 
is, in fact, the easiest part of the whole body on which to 
guarantee a full take. In a series of many hundreds of cases 
I have never seen a failure. 

This letter is written, not as criticism of the authors of the 
article, but in order to indicate that a simpler method exists 
and that pedicle grafts for eyelids should not be encouraged. 


Jack Penn, F.R.C.S. 
Ingram’s Corner, 
Hillbrow, 
Johannesburg. 
3 July 1952. 


W.C.A. Fees: THe Mepicat Councit’s ANNUAL FEE 


To the Editor: The letter of W. Blignaut in the Journal of 
28 June 1952 about the inadequate fees paid to doctors for 
attending to workmen injured on duty reminds me that there 
are 2 matters which I wish to bring to your notice. The first 
is the low fees paid for surgical treatment under the Work- 
men’s Compensation Act, and the other is the annual fee we 
have my. to the South African Medical Council. 

The .C.A. fees should be raised at least 50%. Our 
expenses have gone up at least 100% since these fees were 
first drawn up and, as far as I know, they have only been 
increased by 74%. To pay a doctor 2s. 8d. for treatment of 
a simple wound when 6 attendances are made by the injured 
Native patient is a pathetic state of affairs. Perhaps this 1s all 
we deserve to get because we have not demanded fees com- 
mensurate with our qualifications, knowledge and responsibili- 
ties. The turn-over of South African secondary industries last 
year was, I believe, £1,000,000,000. Surely these flourishing 
industries can afford to pay us a fair fee for our services? 


THE MEDICAL COUNCIL'S ANNUAL PEE 

In regard to the annual fee we have to pay to the South 
African Medical Council, | often wonder why we have to pay 
so much to have our names kept on the Medical Register. In 
Great Britain the registration fee is £8, I understand, and 
during the rest of one’s life one is not called upon to pay 
any Lather fees. In South Africa we have to y £15 
registration fee and then £2 every year. Now, if there are 
5,000 doctors and dentists in South Africa, we arrive at the 
following figures, if we compare the fees paid to the Medical 
Councils in Britain and South Africa during 40 years of medical 
practice. 

1. Five thousand doctors in Britain pay £40,000 in 40 years. 

2. Five thousand doctors in South Africa pay £75,000 in 
registration fees, plus £400,000 annual fees in 40 years. In 
other words, the South African doctors will have to pay 
£475,000 compared to £40,000 by the British doctors. 

3. After paying a registration fee which is almost half of that 
in South Africa, 5,000 British doctors will pay nothing a year, 
whereas a similar number of South African doctors will pay 
£10,000 per year. 

4. After 40 years of practice in Great Britain each doctor 
will have paid £8, whereas in South Africa each doctor will 
have paid £95—almost 12 times as much. 

Surely it is time for the medical profession to request the 
Minister of Health to reduce the annual fee considerably, or 
to abolish it altogether? 


3 July 1952 Struggling G.P. 
3 July 1952. 


IsonicoTInic ACID AND TUBERCULOSIS 


To the Editor: Your Editorial on the limitations of 
isonicotinic acid hydrazide and its derivatives in the treatment 
of pulmonary tuberculosis, supported as it was by an article 
in the Cape Argus of Tuesday, 1 July, must, I hope. draw the 
attention of the authorities to the abuse in the sale of this new 
drug at present in Cape Town, and probably elsewhere in the 
Union. 

I have it on good authority that thousands of tablets are 
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being sold for distributien to people who would normally come 
under clinic control and, in fact, that tablets are being sold 
“over the counter’ without prescriptions at all. 

Surely the greatest danger in this indiscriminate sale and 
distribution, encouraged as it has been by premature Press 
reports, is the euphoric attitude which such patients develop, 
with consequent neglect of proper control, adding to the diffi- 
culties of those who are primarily concerned in preventing the 
spread of a disease which is such a great problem. 


R. L. Tobias. 
Dumbarton House, 


Adderley Street, 
Cape Town. 
3 July 1982 


“RENDER UNTO CAESAR . . .” 


To the Editor: Two instruments | designed many years ago 
have become standard equipment in tonsil and adenoid surgery 
overseas as well as in this country. 

They are the tonsil suction dissector (Fig. 1) and an 
adenotome with replaceable miniature razor blades. The tonsil 
suction dissector is identical in basic construction 
as well as appearance, down to the serrated tip, 
with the instrument illustrated in Dr. Fine’s article 
(this Journal, 7 June 1952). No acknowledgment 
appears in either the text or in the references 
listed in the article. This is surprising as Dr. 
Fine was instructed in the use of this instrument 
at the Johannesburg Hospital. Some months 
ago he mentioned the question of interchange- 
able suction tips to me. I did not care for t 
idea. A dissector must be rigid, and not come 
apart. It would be like writing with a loose 
nib in a pen-holder. 

Having introduced the method of suction 
dissection into tonsil surgery, may I be per- 
mitted to offer some comment. A sound prin- 
ciple in engineering design is, wherever possible, 
not to interrupt the continuity of a metal tube 
conveying suction or pressure. Junction leak- 
ages may eventually develop through wear or 
damage. Ordinary suction instruments (such as 
Jankauer’s) are cheap and always available. It 
is just as easy and possibly even quicker to 
transfer the rubber suction tube from the end 
of one to the other, than to interchange metal 


Fig. 1. Popper's tonsil suction dissector. Stylet 
in situ. (Down Bros. and Mayer & Phelps.) 


tips. The modification of interchangeable metal suction tips 
(trebling its cost) would seem not only superfluous but 
undesirable. In instrument design simplification and not 
elaboration is imperative. 

I would not like to convey the impression that I am an 
authority on instrument design. Indeed, whether Dr. Fine’s 
modification is good or bad is irrelevant to my complaint. Any- 
one may modify an existing design. No permission is required. 
Generally speaking, instruments are not protected. The 
original designer has no financial interest, and suffers no loss 
should his design be superseded. But where a design is 
modified without acknowledgment, one exposes oneself to the 
accusation of deliberately wishing to convey an impression of 
originality 

I have a nostalgic affection for this suction dissector. It 
has escaped the instrument junk pile for over 20 years. It is a 
simple suction tube, suitably shaped, to which a light handle 
has been attached, with nothing to go wrong and no parts to 
be lost. Hence its survival. 


oO. 
Senior Surgeon, E.N.T. Department, 
Johannesburg Hospital, and Trans- 
vaal Memorial Hospital for Children. 
P.O. Box 373, 
Johannesburg 
3 July 1952 
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THt SHORTAGE OF NURSES 


To the Editor: My attention has been drawn to an article by 
Dr. J. D. Joubert on the shortage of nurses in your issue of 
21 June 1952. 

I do not intend to comment at this stage on Dr 
Statements. 

It is regrettable, however, that Dr. Joubert published an 
article containing such sweeping statements and incorrect 
information in a professional journal of the standing of the 
S.A. Medical Journal and that you considered it fit to write 
an Editorial on it when either of you could have obtained the 
correct facts by merely addressing a letter to the Registrar of 
the S.A. Nursing Council. 


Joubert's 


C. A. Nothard, R.R.C.., 


S.A Nursing Council, Chairman 
3 


P.O. Box 1123, 
Pretoria. 
3 July 1952. 


Bioop TRANSFUSION: REPORT OF A 
SUCCESSFUL CASE 


INTRA-ARTERIAL 


To the Editor: Following the reports of successful resuscita- 
tion of shocked patients by intra-arterial transfusions '~ it was 
thought that a report of a case in which this method of 
resuscitation was used with dramatic results might be of 
interest 

An adult Native male, aged 35 years, was admitted to 
Baragwanath Hospital at 8.50 a.m. on 12 January 1952, com- 
plaining of a pain in the left hypochondrium, following a blow 
to his left lower chest and upper abdomen § hours before 
admission At this time his condition was good—blood 
pressure, 120/70 mm. Hg, his conjunctivae and mucous 
membranes showed no evidence of anaemia, his pulse rate was 
96 per minute, respiration 20 per minute and his Hb was 
1S gm Slight upper abdominal tenderness was elicited, 
normal bowel sounds could be heard on auscultation, and 
there was no free fluid in his abdomen. 

The patient had a normal lunch in the ward at 12 noon, 
ie. about 2 hours after admission and 8 hours after the injury. 
At 12.45 p.m. he complained of sudden severe pain all over 
his abdomen, with the maximum intensity in his left a 
chondrium; his general condition became very poor is 
conjunctivae became pale and anaemic and his blood pressure 
dropped to 50/25 mm. Hg, his bowel sounds disappeared and 
free fluid was now detected in the abdomen. A diagnosis of 
ruptured spleen was made at this time. 

ntravenous plasma was started immediately and premedica- 
tion of Omnopon gr. 1/6 and atropine sulphate gr. 1/100 was 
given intravenously. 

The patient was brought to the theatre at 1.30 p.m. Only 
$00 c.c. of blood were available and, after compatibility tests 
were performed, the blood was administered intravenously on 
the operating table 

Because of his shocked condition, a stomach lavage was not 
attempted. Local anaesthetic (1% Anethaine) was swabbed on 
to the tongue and nasopharynx and Anethaine was sprayed onto 
and through the vocal cords. A cuffed Magill’s tube was 
inserted into the trachea and the cuff inflated. General 
anaesthesia was now induced with cyclopropane and oxygen. 

Flaxedil 60 mg. was administered intravenously as_ th 
abdomen was opened, when a large amount of free blood wa, 
seen in the abdominal cavity and a ruptured spleen was 
palpated. 

he patient's condition was deteriorating rapidly, in spite 
of the blood transfusion being given under pressure intra- 
venously. Just as a clamp was placed on the splenic pedicle, 
the peripheral pulses could no longer be felt, although the 
surgeon could still feel pulsations in the abdominal aorta. The 
intravenous blood transfusion was discontinued (but plasma 
intravenously was continued) and the remaining blood (approxi- 
mately 200 c.c.) was pumped through a large needle into the 
abdominal aorta, the needle being inserted into the aorta in 
a central direction, after the small bowel had been packed off. 
Within $ minutes of commencing the intra-arterial transfusion, 
the peripheral pulses returned and the blood pressure rose to 
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90/65 mm. Hg. The spleen, which showed a subcapsular 
haematoma that had ruptured into the general peritoneal 
cavity, was now removed and the abdomen closed in layers 
Fifteen minutes after the operation the patient was returned to 
the ward completely conscious—his blood pressure now being 
110/65 mm. Hg, and his pulse rate 98 per minute. Intravenous 
plasma was continued, and blood was given when it became 
available. Convalescence was uneventful, the patient being 
out of bed in 48 hours and discharged in 12 days. 

The special points of interest in this case are: 

i. The delayed interval between receipt of the injury and 
manifestations of urgent symptoms. 

ii. The small amount of blood which was administered intra- 
arterially. In the cases described by Devitt and Widgerow ' 
and Seely * the smallest amount of blood given intra-arterially 
was 1,000 c.c. and the largest 6,000 c.c. On the other hand, 
in the case described by Bayles * only 250 c.c. of blood were 
given intra-arterially and this was followed by isotonic glucose 
solution, with satisfactory elevation of the blood pressure on 
completion of the blood transfusion. Whereas our quantity 
of 200 c.c. is not ideal, it at least demonstrates that a small 
intra-arterial transfusion can be extremely useful for resuscita- 
tion, as the same amount given intravenously would not make 
any appreciable difference. It must be emphasized that the 
major haemorrhage had been controlled, in this case, before 
intra-arterial transfusion was resorted to. 

iii. The necessity for having a sterile intra-arterial transfusion 
set easily available at all times. There is no necessity for this 
to be elaborate, all that is required being a large, short- 
bevelled needle, a 3-4 feet length of rubber tubing, a blood 
filter and means of administering the blood under pressure, 
viz. an oxygen cylinder attached to the blood bottle or a bulb 
from a Baumanometer cuff is sufficient. 

We wish to express our thanks to the Su 
Baragwanath Hospital for permission to publis 


rintendent of 
this case. 
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SURGERY AND CORTISONE 


To the Editor: it would be appreciated if you would allow me 
to make a somewhat belated comment upon your Editorial of 
28 June, viz. Surgery and Cortisone. 

Whilst fully agreeing with your comments regarding the 
suppression of adreno-cortical secretion during Cortisone 
therapy, with consequent diminution of steroid output, I feel 
that it should be made clear that this diminution of secretion 
is unlikely to occur with, or after, ACTH therapy. 

Cortisone therapy, being rm replacement, can conceivably 
be held to produce partial atrophy of the adrenal cortex if 
treatment is continued for a considerablk length of time. 

ACTH, on the other hand, functions in an entirely opposite 
direction, the therapy being stimuiant, and not replacement 
Indeed, those patients who suffer adreno-cortical dysfunction 
or atrophy could not be expected to respond to ACTH 
therapy, but will frequently be benefited by the administration 
of Cortisone. Logically, adreno-cortical secretion could be 
expected to be somewhat higher after cessation of ACTH 
therapy than before commencement. 

B. E. Bratt. 


Petersen Ltd.. 
P.O. Box 38, 
Cape Town. 
9 July 1952. 
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has a definite place. Habitual and threatened 
abortion due to corpus luteum hormone defi- 
ciency may be prevented in the majority of women. 
Functional Uterine Bleeding associated with hyper-plastic 
endometrium responds with cessation of haemorrhage, and 
not infrequently, normal menstrual cycles are maintained 
thereafter. Secondary Amenorrhoea is correctible by cyclic 
administration of PRANONE, and in about one-third of 
patients, regular menses will follow for many months. 
Dysmenorrhoea and Premenstrual Tension can usually be relieved, 
especially if corpus luteum hormone is inadequate. 


BE: 


CHEMICALLY IDENTICAL WITH 


PROLUTON BRAND 


PRANONE AMPOULES, pure progesterone in oil for intramuscular 
injection, available in 2, 5S and 10 mg. strengths. PRANONE-C 
TABLETS, anhydrohydroxy progesterone, orally effective progestin 
may be substituted if tablet administration is indicated. Available 
in S and 10 mg. tablets 


chering CORPORATION, BLOOMFIELD, N.J., U.S.A. 
Sole Distributors : 
SCHERAG (PTY.) LTD. P.O. BOX 7539, JOHANNESBURG. 
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*METHEDRINE?’ a unique drug 


She toute decides the offect 


Depending on its method of administration, *Methedrine’ brand d-N-Methylamphetamine 
Hydrochloride produces three distinct therapeutic effects. 


Weuth 


‘Tabloid’ brand ‘Methedrine’ is a powerful cerebral stimulant, 
particularly valuable in allaying mental depression, ensuring the 
co-operation of apprehensive patients and abolishing fatigue. It depresses 
the appetite and is therefore of value in the treatment of obesity. 


Snyoction 


In circulatory depression or impending shock, a single intramuscular or 
intravenous dose of ‘Methedrine’ Injection is usually sufficient to 
restore blood-pressure to normal levels and to maintain it for several 
hours. It is often the means of saving life. 


by 


The ‘Methedrine ' Inhaler provides prompt relief of nasal congestion in 
coryza, hay fever, vasomotor rhinitis, etc. The vapour is a powerful local 
vaso-constrictor, and penetrates to all parts of the nasal mucosa. 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
Depot for South Africa: 
BURROUGHS WELLCOME & CO. (South Africa) LTD., 5, Loop Street, Cape Town 
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Material Evidence 


The evidence presented by a radiograph must be complete, exact and unambiguous, 


and the high standard of all ILFORD X-ray films has been set with this object in mind. 
It is the constant aim of the ILFORD organization to provide the radiologist with 


sensitised materials exactly suited to the critical nature of his requirements. 


RED SEAL 


for all occasions when extreme speed is needed. 


ILFEX 
for maximum resolution of fine detail. 


X-ray films for 
MEDICAL RADIOGRAPHY 


ILFORD LIMITED + ILFORD + LONDON 
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~—ACIMETION— 


The only essential sulphur—containing amino acid 


The effect of methionine in protecting the liver against fatty degeneration 
and toxic substances is due to the following factors :— 


1. The presence in the molecule of a sulphur atom which is concerned 
with the trans-sulphuration reactions. 


2. The presence of a methyl group which is responsible for various 
transmethylation reactions. 


INDICATIONS : 


Toxic hepatitis, hepatic cirrhosis, secondary an#mias, purpura, jaundice 
and debility. 


In packings of 50 and 250 tablets, each containing 0.25 G. DL-Methionine. 


Literature and samples on request from South African Agents 


| LENNON LTD., 


P.O. Box 8389 JOHANNESBURG 
| CONTINENTAL LABORATORIES LTD., 101, GREAT RUSSELL STREET, LONDON, W.C.1. 


FOR THE RELIEF OF 
HYPERTENSION 


ANAESTHETIC ETHER 


| Manufactured by 


THE NATAL CANE BY-PRODUCTS L10. 


HEPVISC is a New Hypotensive Agent 
combining Mannitol Hexanitrate (8 mg.) 
with Viscum Album (50 mg.) in one 
tablet. 

It effectively relieves Hypertension and 
controls subjective symptoms. 

DOSAGE: 
TWO TABLETS THREE OR FOUR 
TIMES DAILY 


Supplied in bottles of 50 tablets 
Literature and Samples on request 


PHARMACAL PRODUCTS (PTY.) LTD. 
P.O. Box 784 * Port Elizabeth 
Agents for 
THE ANGLO-FRENCH DRUG CO. LTD., 

LONDON W.C.1 cums mw 


OF MEREBANK 


* Guaranteed to conform to 


the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 


® In cases, each containing 
12x 1 lb. Amber Coloured Bottles, 
similar to those used in Europe. 


For furthur information please write to the selling Agents 


| C. G. SMITH & CO, LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pry.) Led. C. G. Smith & Co., Led. 
P.O. Box 565 , Johannesburg. P.O. Box 1314, Cape Town, 


Courlanders’ Agencies, 
Ii P.O. Box 352, East London. 
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WATSON 


“AUTONOME III” 


-A new motor-driven x-ray table 
which satisfies every need 


For x-ray departments in which the 
highest possible standard of radio- 
graphic efficiency is required, the 
“Autonome com- 
pletely new motor-driven tilting 
table —is the equipment of choice. 


Many valuable new features are in- 
corporated including, “‘Equipoise”’ 
Screen Mounting, fully automatic 


Serial Changer, all controls access- 
ible from working side, adjustable 
Tube Diaphragm, complete x-ray 
protection. 

Write for particulars of this, and 
other modern Watson x-ray equip- 
ment as used in leading hospitals 
throughout the world. 


WATSON 


British Made 
X-RAY EQUIPMENT 


THE BRITISH GENERAL ELECTRIC CO., LTD. 


Box 2406, Johannesburg Box 42, Port Elizabeth Box 1070, Bulawayo 
Box 1327, Cape Town Box 922, Durban Box 845, Salisbury 
Box 914, Bloemfontein 


Representing WATSON & SONS (ELECTRO-MEDICAL) LIMITED 
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Centanaest Combined Anaesthetic Apparatus 


The Centanaest Combined Anaesthetic Apparatus 
is designed for the administration of any of the 
following anaesthetics: Nitrous Oxide, Cyclopro- 
pane, Ether, Chloroform, Trilene and Oxygen by 
open, semi-open or closed circuit technique. 


The Cabinet is attractively finished in green 
enamel, with all bright parts chrome-plated. Two 
drawers are provided for the storage of Accessories. 
The whole unit being mounted on four-inch castors. 


OXYGEN 


A feature of the Machine is the fact that prior 
to using the Carbon Dioxide Absorber, it is neces- 
sary to disconnect the Ether and Trilene Vapourisers ' 
thus preventing the accidental use of Trilene in 
a closed circuit with Carbon Dioxide absorption 
by Soda Lime. 


A Coxeter-Mushin Mark Il Carbon Dioxide 
Absorber is incorporated 


The Apparatus accommodates 
2 x 10 cubic feet Oxygen Cylinders; 
2 x 200 gallons Nitrous Oxide Cylinders ; 
1 x 2-Ib. or 4-Ib. Carbon Dioxide Cylinders; 
and | x 25, 50 or 100 gallons Cyclopropane Cylinder. 


These are accommodated in recesses on either 
side of the Machine and are connected by means of 
screw clamp yokes. 


The control panel which incorporates a Coxeter Quadruple Rotameter 
Unit for accurate flow-rate measurement of the Gases. Flow control knobs 
for Oxygen, Carbon Dioxide, Nitrous Oxide and Cyclopropane are con- 
veniently situated, and By-pass Buttons are provided for “flooding” 
Oxygen and Nitrous Oxide. Independent control gauges are provided for 
each Oxygen and Nitrous Oxide Cylinder. 


AFRICAN OXYGEN & ACETYLENE (PTY.) LTD. 
Division of The British Oxygen Co., Ltd. 
MEDICAL DEPARTMENT 

(Incorporating Coxeter & Son, Ltd., A. Charles King, Ltd.) 
of Nitrous Oxide, Euher, Chloroform or Trilene! Barlow Street, Germiston, P.O. Box 207. Telephone 51-255! 


Oxygen combination by semi-closed method, 
Ge Branches throughout the Union, Rhodesias, East Africa and 
South West Africa 


| 
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KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


FOR SALE: HUMAN SERUM ALBUMEN 


165 vials of human serum albumen imported from U.S.A., 
fully tent for further 18 months, held in refrigeration at 
Cape Town. Indicated for use in any condition in which the 
blood protein is reduced. 

Below-oedema levels can be restored to normal within 12 hours. 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(746) Large dispensing practice, mainly non-European. Average 
annual cash receipts approx. £5,200. £5,500 required for 
premium, drugs and surgery furniture. Details on application. 
(1060) Noord-Kaapland. Praktyk sonder opposisie. S. aan- 
stelling. Bruto kontant-ontvangste £2,456. Huis te huur, 
£3 10s. p.m. Premie van £1,200 sluit in geneesmiddels, spreek- 
kamermeubels, instrumente, ens. 

(1085) Goedgevestigde praktyk asook dokterswoning. Aan- 
ename dorp, binne ‘n paar uur per kar of spoor van 
Reagend Bruto jaarlikse ontvangste meer as £3,000. Een 
aanstelling. Hospitaal word in mabye tockoms gebou. 
Uitstekende geleentheid. 

(1090) Cape Peninsula. Seaside residential area. Average 
annual receipts, £2,678. Premium of one year’s purchase 
required. Surgery furniture to be taken over at valuation. 
Consulting rooms available. House for sale if desired. 
(1094) Eastern Province hospital town. Practice with scope 
for surge Average annual receipts, £3,000. Premium of 
£1,500 inchides drugs and very complete surgery furniture. 
Large house in good residential area for sale at £4,000. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 

(979) Hospital town near Cape Town. Assistant required. 
Salary £75 p.m. Car provided. 
(887) Cape Town, assistant (part- or full-time) required for 
——— 1 year. Salary subject to mutual agreement. 

) Eastern Province hospital town. As soon as possible, an 
assistant with view to partnership. Car essential but would 
not normally be required for practice. Single man preferred 
but not essential, Remuneration to be arranged. 
(1045) on Town suburb. From 15 October for approx. 3 
weeks ust be experienced and bilingual. 
(1000) Noord-Kaapland. September of Oktober. £2 10s. per 
dag. plus Is. per my! kartoelae. 


FOR SALE 
(1071) High-frequency diathermy set (Lepel). £40. 


CONSULTING ROOMS WANTED 


(1070) Ca Town. 
good locality 


Suite of consulting rooms required in 


DURBAN 
112 Medical Centre, Field Street. Telephone 24049 


PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(PD8) Natal South Coast practice. Would suit retired doctor. 
European population approximately 100; 31 miles from Bizana, 
22 miles from Margate. Premium required £400, includes a 
good stock of drugs, dressings. instruments and surgery fur- 
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niture. House for sale £1,800, including stand of 4 morgen. 
For immediate sale. 

(PD10) General practice Natal inland city. European and 
non-European patients. Scope for midwifery su 4 
Premium required £1,250, cath preferred, but terms will be 
considered. For immediate , 

(PD11) In — coastal city. General practice with centrall 
situated consulting rooms. Cash receipts 1948, £1,064; 1949, 
£946; 1950, £554. Owing to ill-health this practice is for imme- 
diate sale at £550 including surgery furniture. Scope for 
midwifery and surgery. Present owner has confined treatment 
to manipulations and adjustments. 

(PD12) In coastal city, general practice established March 
1951. Total gross receipts to May 1952, £930. Seller leaving 
S.A. to specialize. Premium required £350, including drugs, 
surgery furniture. If outstanding accounts are taken over, 
premium will be £550. At present only a nucleus, but the 
— is expansible as consulting rooms are centrally 
situated. 


LOCUM REQUIRED 


From 3 to 30 August. £2 12s. 6d. per day, all found. Locum 
must possess his own car. Petrol and oil will be supplied. 
Natal inland dispensing practice, — “ad Native. Very little 
surgery. One district clinic per 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephones 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(L/V253) Oostelike Transvaal, vennootskappraktyk. Plaas- 

vervanger vir een maand, vanaf 11 Augustus. Salaris £2 10s. 

per dag, vry petrol en olie en inwoning, en 6d. per myl 

rytoelae. 

(Lv 286) Northern Transvaal. Locum required for September 

or October for solus practice. Terms: £2 10s. per day, all 

found. Own car not essential. 

(L/¥258) Southern Rhodesia. Locum required for two months 
October and November, or November and December. 

Preferably doctor with G.P. experience and obstetrics. 


MEDICAL EQUIPMENT 


(1/04) MacPhail-Strauss Electro Convulsant Unit. £90. — 
(1/02%) B.G.E. * Hanovia’ Ultraviolet lamp. Good condition. 


(1/030) Cooke, Troughton & Simms Microscope in excellent 
condition. £40. 

(1/O31) Siebert Microscope, mechanical stage, 3 eye-pieces, oil 
immersion lens. £50 

(1/035) Jones Waterless Basal Metabolism Apparatus. £80. 
(1/039) Cambridge Portable Electrocardiograph, with extra 
attachments, complete, for chest leads. £80. 

(1/040) Diadex Portable X-ray, Westinghouse, 1939 model, with 
accessories, very little used. In excellent working order. For 
sale only on account of hospital being equipped with large 
plant. What offers? 

(1/041) Microscope, Bausch & Lomb. Condition as new. Two 
evye-pieces. Oil high and low power lenses. Shifting stage. 
Lock-up case. £55. 

(1/042) Neville obstetric forceps in sterilizer case, stirrups, 
vaginal speculum with weight, 3 extra size urethral sounds, 
sterilizing case with uterine sounds, dilators and curette and 
catheter for curetting. £25 the lot. 

(1/043) British Encyclopaedia of Medical Practice. £5. 
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Instructions to Authors 


All authors are advised to consult Medical Writing, by Dr. 
M. Fishbein, formerly Editor of the Journal of the American 
Medical Association. The volume is obtainable from medical 
libraries in South Africa. It is published by the Blakiston 
Co., Philadelphia, U.S.A. 

Papers submitted for publication in this Journal are 
accepted on condition that they have not been published else- 
where. The Journal Management reserves the copyright of 
all material published. 

Considerable delay in the publication of papers is often 
due to the fact that ~y are poorly prepared. Publication 
will be expedited if the following specifications are complied 
with 

1. All copy should be typewritten (double or preferably 
triple spaced) with wide margins. 

2. Tables, references, graphs, illustrations and legends for 
illustrations should be clearly identified and prepared on 
separate sheets. 


3. All photographs should be glossy prints unmounted, 
untrimmed and unmarked. Authors’ suggestions for trimming, 
etc.. are most suitably indicated on a duplicate print or 
diagram 

4. In no circumstances should original X-ray films be 
forwarded. Glossy prints must be submitted. 


5. Line drawings should be on white board, arranged to 
conserve vertical space. in diagrams and 
graphs should be indicated clearly in soft lead pencil, prefer- 
ably on a duplicate specimen or diagram in rough. In no 
circumstances should lettering be inked in or typewritten on 
the figure or the graph. Illustrations should not exceed 12 
inches = 18 inches in size. 

6. Figure numbers should be marked clearly on the back 
of each illustration, and in every case the top of the illustra- 
tion should be indicated 

7. A limited but reasonable amount of illustrative and 
tabular matter is allowed free. Additional material of this 
sort may be allowed at cost, at the discretion of the Editor 

8. All references to the literature should be inserted in 
the text as a superior number and listed at the end of the 
article in numerical order 

9. References must conform to the following convention 
(journal titles being abbreviated according to the World List 
of Scientific Periodicals): 


White, J. and Brown, A. B. (1946): Arch. Clin. Med., 123, 
167. 


Books should be cited as follows: 


Smith, J. (1946): An Introduction to Medicine, 2nd ed., p. 174. 
Cape Town: John Black, Ltd. 


10. All numerals to be printed as figures (i.c. not spelt out). 
For ‘one’ or ‘1’ always follow copy. All numerals always 
to be spelt out in full at the beginning of a sentence. 

11. Cubic centimetre as c.c.; Cubic millimetre as c.mm.; 
7.11.46 as 7 November 1946; 2nd as second; 10/6 as 10s. 6d.; 
Per cent. as %; 1” as 1 inch; B.P. 140/80 as Blood pressure, 
140/80 mm. Hg 

12. Each paper should conclude with a summary (of about 


200 words) intelligible apart from reference to the main text 
of the article. 


13a. Galley proofs will be forwarded to the author in good 
time before publication date 


136. Corrections, other than typographical errors, will be 
charged to the author. It is therefore most important that the 
MS. be submitted in its final form. 

14. Reprints: An order blank for reprints, together with a 
price list, will be sent to the author as soon as his article 
reaches page-proof stage. 


15. All manuscripts and correspondence should be addressed 


to The Editor, The South African Medical Journal, P.O. 
Box 643, Cape Town. 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE: VACANCIES 


Applications are invited for the undermentioned vacant posts 
in the Hospital Board Service. 

The appointment of the successful candidates will be made in 
terms of, and be subject to, the Hospital Board Service Ordinance, 
1941 (Ordinance No. 19 of 1941) and the regulations framed 
thereunder. 

In addition to the emoluments specified hereunder, cost-of- 
living allowance is payable to whole time officials and employees. 

Applications should be submitted (in duplicate) on the pre- 
scribed form Staff 23, which is obtainable from the Director of 
Hospital Services, P.O. Box 2060, Provincial Building, Wale 
Street, Cape Town, or from the Branch Representative, of the 
Hospital Department at Cape Town, (P.O. Box 1487), Port 
Elizabeth (P.O. Box 80), East London (P.O. Box 13), Kimberley 
(P.O. Box 618), and Umtata (P.O. Box 202), or from the Medical 
Superintendent of any Provincial Hospital or Secretary of any 
School Board in the Cape Province. 

The closing date for the receipt of applications is 15 August 
1952, and applications should be addressed to the Branch 
Representative, Hospitals Department, P.O. Box 1487, Cape 
Town. 


Institution Post 


Medical Prac- 
titioner Grade A 
(Surgery) 
Medical Prac- 
titioner Grade A 
(Surgery) 


Emoluments 


£500-600-660- 
£720 per annum. 


Somerset Hospital 


Victoria Hospita £500-600 -660 


£720 per annum 


1. Institution approved for specialist training 

2. Candidates must have at least three years’ experience after 
having received their grade or two years’ experience after regis- 
tration 

3. The contract will be for a period of two years and the 

Administration reserves the right to extend the period for a 
further two years 27090 


For Sale 


Eastern Province, average annual receipts approximately 
£4,000. Premium of £1,000 required for goodwill, inclusive 
of drugs, furniture and instruments. House with surgery is 
for sale at £2,500. Owner intends to study further. Write 
“A. M. P.O. Box 643, Cape Town. 


For Sale 
Siemen’s Ultratherm with accessories, used 283 hours only. 
X-ray plant. Microscopes. Cystoscopes and stainless instru- 


ments, etc. Write: Morton Whitby, Seaton Park, Durban 
North 


Wanted to Purchase 


Medical practice or partnership in Cape Peninsula or area 
by experienced general practitioner. Write “A. M. P.’, P.O 
Box 643, Cape Town. 


Assistantship Wanted 


Practitioner seeks assistantship/partnership in East London 
area. London qualifications. frie ‘A. M. R., P.O. Box 
643, Cape Town. 
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Provincial Administration of the Cape 
of Good Hope: University of Cape Town 


JOINT MEDICAL STAFF FOR GROOTE SCHUUR AND 
OTHER TEACHING HOSPITALS: VACANCIES 


1. Applications are invited registered medical 
ractitioners (registered specialists) for appointment to the 
ollowing posts :— 

Venereology Service: | post of part-time medical prac- 
titioner, Grade F (First Assistant), one session (salary 
£164 p.a.). 

Department of Anaesthetics: | post of part-time medical 
practitioner, Grade E (Second Assistant), } session (salary 
£110 p.a.). 

2. The conditions of service are prescribed in terms of the 
Hospital Board Service Ordinance No. 19 of 1941, as amended, 
and the regulations framed thereunder. 

3. The Joint Medical Staff will be required to serve jointly 
the Provincial Administration of the Cape of Good Hope and 
the University of Cape Town. 

4. Candidates are required to have not less than three years’ 
experience after registration as a specialist in the speciality in 
which the vacancy exists. 

5. A session shall be four hours per week, not necessarily 
continuous, of clinical and/or teaching work. 

6. Application must be made on the prescribed form 
(Staff 23) which is obtainable from the Director of Hospital 
Services, P.O. Box 2060. Provincial Buildings, Wale Street, 
Cape Town, or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the 
Cape Province. 

. The forms must be addressed to 
the Director of Hospital Services, P.O. Box 2060, Cape Town, 


and must reach him not later than 16 August 1952. Can- 
didates must state the earliest date on which they can assume 
duty Y 267802 
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Provinsiale Administrasie van die Kaap 
die Goeie Hoop : Universiteit van 
Kaapstad 


GESAMENTLIKE MEDIESE PERSONEEL DIE 
GROOTE SCHUUR EN ANDER OPLEIDINGSHOSPITALE : 
VAKATURES 


|. Aansoeke word ingewag van geregistreerde geneeshere 
(geregistreerde spesialiste) vir aanstelling tot die volgende 
poste 

Geslagsiektediens: 1 pos van deeltydse geneesheer, Graad F 
(Eerste Assistent), een sessie (salaris £164 per jaar). 

Departement van Narkose: | pos van deeltydse geneesheer, 
Graad E (Tweede Assistent), } sessie (salaris £110 per pao. 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens or. 19 van 1941, soos 
gewysig, en die regulasies wat daarkragtens opgestel is. 

3. Van die Gesamentlike Mediese Personeel sal vereis word 
om die Provinsiale Administrasie van die Kaap die Goeie Hoop 
en die Universiteit van Kaapstad gesamentlik te dien. 

4. Kandidate moet minstens drie jaar ondervinding na 
registrasie as ‘n spesialis in die spesialiteit waarin die vakature 
bestaan, opgedoen het. 

5S. ‘n Sessie is 4 uur per week in verband met kliniese en/of 
opleidingswerk maar is nie noodwendig onafgebroke nie. 

6. Aansoek moet gedoen word op die voorgeskrewe vorm 
(staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Provinsiale Gebou, Waalstraat, Kaapstad, 
of by die Mediese Superintendent van enige provinsiale 
hospitaal of sekretaris van enige skoolraad in die Kaap- 
provinsie 

7. Die ingevuide aansoekvorms moet gerig word aan die 
Direkteur van Hospitaaldienste, Posbus 2060, Kaapstad, en 
moet hom uiters op 16 Augustus 1952 bereik. Kandidate moet 
die vroegste datum meld waarop hulle diens kan aanvaar. 
Y267802 


The South African Institute for 
Medical Research, Johannesburg 


The Board of Management of the above Institute offers a 
further number of Fellowships for a period of three years at 
a salary of £500, £600, £700 respectively, plus a variable cost- 
of-living allowance which is at present approximately £230 
per annum. During this period the appointees will be trained 
in all Departments and permitted to take the D.C.P. course, 
subject to the officer concerned being prepared to return to 
the Institute for one year after obtaining his degree on the 
Senior Professional Scale of £1,000 100—£1.400. While 
attending the full-time D.C.P. course at the University the 
officer will continue to receive full pay from the Institute 

One of the above appointments will be made immediately 
while applications will be received up to 31 October for 
appointments from | January 1953. 

All appointments will, in the first instance, be for a period 
of twelve months and reviewed annually, subject to satis 
factory progress. 

Applications should be addressed to the Director, South 
African Institute for Medical Research. P.O. Box 1038. 
Johannesburg 


Wanted 


Assistant, Jewish, with experience. wanted for partnership 
general practice in Cape hospital town for 6-12 months. Must 
have own car, and start as soon as possible. Salary to be 
arranged. Write stating age, experience, marital status, and 
when able to commence to ‘ A.M.L.”, P.O. Box 643, Cape Town 


(ape Provincial Administration 
HOSPITALS DEPARTMENT 
VACANCY: MEDICAL PRACTITIONER, GRADE B 


Applications are hereby invited from registered medical 
practitioners for appointment to the post of Medical Prac- 
titioner, Grade B, at the Provincial Hospital, Port Elizabeth. 

The salary attached to the me is on the scale £720 x 40 

£960 per annum, plus cost-of-living allowance as from time 
to time prescribed by the Administrator. (The existing rates 
of this allowance are for (a) single persons, £100 per annum; 
(b) married persons, £320 per annum.) Preference will be 
given to applicants with at least 2 years’ post-graduate 
experience 

The appointment will be for a period of 12 months in the 
first instance, and may be renewed for further periods by 
mutual arrangement. 

Applications must be made on the prescribed form (Staff 23) 
which is obtainable from the undersigned, by whom completed 
forms are receivable not later than 22 August 1952 


G. Keyter 
Cuthbert’s Buildings. Branch Representative 
Main Street 442 
P.O. Box 80 
Port Elizabeth 


Post Wanted 


Doctor seeks post as assistant in Cape Town area from about 
November Write M O° PO. Box 643. Cape Town 
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Transvaal Provincial Administration 
VACANCIES: TRANSVAAL PUBLIC HOSPITALS 


Applications are invited from suitably qualified candidates for 
the undermentioned posts at Public Hospitals in the Transvaal. 

Applications should be addressed to the Medical Superin- 
tendent of the hospitals concerned, and should contain full 
particulars as to the age, professional, academic and language 
qualifications, experience and conjugal status of the applicant 
and should further indicate the earliest date upon which duties 
can be assumed. Copies, only, of recent testimonials to be 


attached. 
Hospital Vacancies Emoluments Remarks 
Bethal Part-time General £340 per Registered medical 


Practitioner 


annum practitioner. Two 
sessions per week. 
Far East Casualty Officer £620, 780, Registered medical 
Rand, 820, 860 practitioner. Mar- 
P.O ried plus (a) below. 
New Single plus (+) be- 
State low. 
Areas 
Klerks- To serve Pot- 


Junior Radiologist £1,200x50 D.M 
1,500 chefstroom and 
Wolmaransstad 
Hospitals also 
Married plus (a) 
below. Single plus 
(b) below 


Registered medical 
practitioners. Mar- 
ried plus (a) below 
Single plus (+) be- 
low 


dorp 


Krugers- Casualty Officers £620, 780, 
dorp 820, 860 


Piet Re- Medical Officer- £1,000x50 Registered medical 
tief in-Charge (1) 1,200 practitioner Ad- 
ministrative duties 
Plus £180 per an- 
num house allow- 
ance. Married plus 
(a) below. Single 
plus (5) below. 

Senior Anaesthe- £2,000 per Registered medical 

tist annum practitioner. Must 
be suitably quali- 
fied through train- 
ing and experience 
Must be prepared 
to assume duty on 
1 November, 1952 
Married plus (a) 
below. Single plus 
(b) below. 

Clinical Assistant £620, 780, Registered medical 
(Department of 820, 860 practitioner. Must 
Surgery) be prepared to as- 
sume duties on | 
May, 1953. Mar- 
ried plus (a) below 
Single plus (+) be- 
low. Closing date 
30 August 1952. 

Registered medical 
practitioner. Two 
sessions per week. 


Pretoria 


Venters- Part-time General £340 
dorp Practitioner 


(a) £320 per annum cost-of-living allowance. 
(6) £100 per annum cost-of-living allowance. 


Full-time employees receive in addition to their salaries and 
cost-of-living allowance, the following privileges: 
Leave and rail concession 


Closing date of applications: 11 August 1952 
Application forms are obtainable from the Provincial Secretary, 
Hospital Services Branch, P.O. Box 2060, Pretoria. 36212 


2 August 1952 
Public Service Commission 


VACANCIES IN THE PUBLIC SERVICE 


|. The attention of medical practitioners, registered with the 
South African Medical and Dental Council, is drawn to an 
advertisement appearing in the Government and Provincial 
Gazettes of this week, inviting applications for the under- 
mentioned posts: 


Post Department 
Administration 


Salary scale 


Medical Inspec- Orange Free State Pro- 


£950x50- 1,300 
tor of Schools vincial Administration 


District Surgeon, Health (Bronkhorstspruit 
Grade I and Piet Retief) 


£1,000x50- 1,200 


District Surgeon, Health (Kimberley and 


£900x 50-1150 
Grade Ill Pietersburg) 


2. In addition to salary a cost-of-living allowance at the rate 


of £320 per annum (married) and £100 per annum (single) is 
payable at present 


3. It is emphasized that full and detailed particulars of quali- 
fications and previous experience must be furnished but original 
certificates and testimonials should not be submitted. Appli- 
cation forms Z.83 and P.S.C. 8(a) are obtainable from the Secre- 
tary, Public Service Commission, Pretoria, to whom filled in 
forms must be addressed 


4. The closing date for the receipt of applications is 16 August 
1952 


36304 


Provincial Administration of the Cape 
of Good Hope 
HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE: VACANCIES 


Applications are invited for the undermentioned vacant post in 
the Hospital Board Service. 

The appointment of the successful candidate will be made in 
terms of, and be subject to, the Hospital Board Service Ordi- 
nance, 1941 (Ordinance No. 19 of 1941) and the regulations 
framed thereunder. 

In addition to the emoluments specified hereunder, cost-of- 
living allowance is payable to whole time officials and employees. 

Applications should be submitted (in duplicate) on the pre- 
scribed form Staff 23, which is obtainable from the Director 
of Hospital Services, P.O. Box 2060, Provincial Building, Wale 
Street, Cape Town, or from the Branch Representative, of the 
Hospital Department at Cape Town, (P.O. Box 1487), Port 
Elizabeth (P.O. Box 80), East London (P.O. Box 13,) Kimberley 
(P.O. Box 618), and Umtata (P.O. Box 202), or from the Medical 
Superintendent of any Provincial Hospital or Secretary of any 
School board in the Cape Province 

The closing date for the receipt of applications is 1S August 
1952, and applications should be addressed to the Medical 
Superintendent, Groote Schuur Hospital, Observatory, Cape 


Additional 
qualifications 
and remarks 

This vacancy occurs 
in the Department 
of Surgery, initi- 
ally for duty in the 
Casualty Depart- 


ment 
12006 


Institution Post Emoluments 
£500--600 
660--£720 
per annum 


Medical 
Practitioner, 
Grade A 


Groote 
Schuur 
Hospital 


Mepicat House, 35 Wale Street, Cape Town. 
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S.A. TYDSKRIF VIR GENEESKUNDE 


The structure of the nasal passages is so complicated that, when 
congestion is present, many parts of the affected areas cannot be 
reached by a liquid vasoconstrictor. The vapour from 
‘ Benzedrine’ Inhaler, however, diffuses throughout 
the nasal cavity and relieves congestion 
Benzedrine’ Inhaler wherever it exits, Thus it not onl 
affords improved respiratory action but also 
helps to re-establish drainage of the 
Rapid in action — Lasting in effect accessory sinuses —- an important factor in preventing 
acute attacks from becoming chronic. 


PHARMACAL PRODUCTS (PTY.), LTD... DIESEL STREET. PORT ELIZABETH 
SEPT IISA for Kline & Prench International Co., owner of the trade mark’ Bengedrine 


2 Augustus 1952 
a 
yo al Catarrh 


S.A. MepicaL JOURNAL 2 August 1952 


salt free 


Dextran- Benger | (); 


Following the findings of various workers* 

on sodium-free dextran in the treatment of nephrotic 
oedema and the toxaemia of late pregnancy, 
Dextran-Benger 10%, is now available in South 
Africa for clinical work. 


There appears to be an increasing body 

of opinion that a NaCl-free plasma substitute may 
be used with great advantage when transfusion 
fluids containing sodium ions are contra-indicated. 


Dextran-Benger 10°, has all the advantages 

of the Dextran-Benger now in routine use. 

In addition the absence of sodium chloride 
widens the range of usefulness of 

dextran solutions in blood volume replacement. 


PAARVO VARA—Acta. Obst. et Gyn. Scand. 
1950 xxx july 6. 


G. WALLENIUS—Scand, j. of Clin. & Lab. 
inv, 1950. 2.228. 


Full literature is lable om request from 
MESSRS. BRITISH CHEMICALS & BIOLOGICALS, 
(S.A.) (PTY.) LTD. 

P.O. Box 5788, JOHANNESBURG 
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